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In town and country . . . in home and garden 
we have come to expect and to accept safety 
measures devised to protect the young from 
danger. 

Comparably, in medicine, when sulphona- 
mide therapy is indicated, the prescription 
of * Sulphatriad’ Suspension for children 
has been proved and accepted as a practice 
with a wide safety margin and range of 
effectiveness. 

This fruit-flavoured suspension is a mixture 
of three of the most potent sulphonamides 
in common use. It is pleasant to take, and 
easy to give, either in a teaspoon or diluted 
to taste in a small volume of water. 


Detailed literature available on request. 
Tk ad safe practice Average Drug Tariff Basic Cost of 2 A. o2, of 
*Sulphatrad Suspension is 2s. 3d. Each 36 cc. 


(approx. | contains 0 185 
Gm. sulphadiazine, 0185 Gm. sulphathiazole, and 
013 Gm. sulphamerazine. 


An M&B brand Medical Product 
Manufactured by 
MAY & BAKER LTD 


‘SULPHATRIAD’ SUSPENSION 


trade mark = COMPOUND SULPHONAMIDES 
THE SULPHONAMIDE PREPARATION-OF-CHOICE POR GREATER CLINICAL SAFETY, PLUS THE ADVANTAGES OF 
RAPID ABSORPTION, GOOD TISSUE DISTRIBUTION AND FAST THERAPEUTIC EFFECT. 





Distributors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 


For contents of this issue see overleaf 

















KAYLENE-OL 


as a general prophylactic in 


WY WIND UP 1 8 
DUSORDERS 


The regular use of Kaylene-ol in the Winter 
months is one of the most effective methods of 
preventing Colds and Catarrhal conditions of the 
chest, Influenza characterised by inflammation 
in the nose and throat, Gastric Influenza, and 
Intestinal Tozemia in association with Asthma 


Samples and literature on request 


KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON N.W.2 
Sole Distributors: ADSORBENTS, LTD. 
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for prolonged therapy .. . 
*MIXTAMYCIN’ 


brand 
streptomycin plus dihydrostreptomycin 


. . » with reduced olotoxicity 


Distributed by 


ALLEN & HANBURYSLTD. BRITISH DRUG HOUSES LTD. BURROUGHS WELLCOME &CO 
EVANS MEDICAL SUPPLIES LTD IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 
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You'll be interested to know 


that today’s preference for alum-free immunising agents, suit- 


able for subcutaneous injection, is fully satisfied by the Glaxo 
pertussis vaccine. Research* has shown thai the carrier can be 
completely omitted without significantly affecting antitoxin 
production. Hence Suspended Whooping Cough Vaccine Glaxo 
has no mineral carrier and can thus be given subcutaneously 
or intramuscularly without untoward local or general reaction. 


*Proc. Roy. Soc. Med. 19$2, 452 674 


SUSPENDED WHOOPING COUGH VACCINE 


Boxes of 3 x 1 cc. ampoules ; CE ay. ae) 
also 10 cc. vials 


, GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 
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PEPTIC ULCER 
By C. F. W. ILLINGWORTH, C.6.E., M.D., Ch.M., 
F.R.C.S.E. 296 pages. 95 illustrations 42s. 


ULCERATIVE COLITIS AND 
ITS SURGICAL TREATMENT 


By BRYAN N. BROOKE, M Chir, F.R.CS 
18 pages. {11 illustrations 37s. 6d. 


PULMONARY 
TUBERCULOSIS 


A Handbook for Students and Practitioners 
By R. Y. KEERS, M.D., F.R.C.P., and B. G. RIGDEN 
MRCS. LRCP. Third Edition. 488 pages 
150 illustrations Sas. 


THE BRITISH CONTRIBU- 
TION TO MEDICINE 


Books for the Dractitioner 











THE THYROID 
By T. LEVITT, FR.CS(Ed. & Eng.), FRCS. 
632 pages. 589 illustrations &5 Ss. 
MEDICAL DISORDERS OF 
THE LOCOMOTOR SYSTEM, 
INCLUDING THE RHEU- 
MATIC DISEASES 


By ERNEST FLETCHER, M.D., MRCP 
Second Edition. 896 pages. 377 illustrations. 60s. 


PRACTICAL PRESCRIBING 


An Introductory Guide for Medical Students 
By ALASTAIR G. MACGREGOR, M.D., M.R.C.P., 
FRE.PS.. and TREVOR W. G. KINNEAR, M.B.E., 
M.B.,Ch.B.,M.R.C.P. 88 pages és. 


THE QUIET ART: A DOC- 
TOR’S ANTHOLOGY 


By ROBERT COOPE, M_.D., F.R.C.P 


By Dr. JAIME JARAMILLO-ARANGO. 232 pages 
s. 


294 pages 
45 plates. 12s. 6d. 


Complete catalogue sent on requett 


E. & S$. Livingstone, Ltd., Edinburgh and London 

















OXFORD MEDICAL PUBLICATIONS 


THE APPROACH TO CARDIOLOGY 
by CRIGHTON BRAMWELL, M_.D., F.R.C.P. 
With a Foreword by A. V. Hill, C.H., O.B.E., Sc.D., F.R.S. 


‘The style of the book is lucid and pleasing. We can recommend 
Professor Bramwell’s treatment of his subject and his selection 
of illustrations of cases for enjoyable reading and for a sound 
approach to clinical problems in general.’—-BRITISH JOURNAL OF 
TUBERCULOSIS AND DISEASES OF THE CHEST. 


‘Will be found helpful to all who require general and some 
special knowledge of diseases of the heart and circulation.’ 
—BRITISH MEDICAL BULLETIN. 


132 pages 66 illustrations 17s. 6d. met 


OXFORD UNIVERSITY PRESS 
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New Butterworth 


Medical Publications 


TOXAEMIAS OF PREGNANCY 
Ready Now. By JOHN SOPHIAN, M.D.(Lond.), F.R.C.S.(Eng.), M.R.C.P.(Lond.), 
M.R.C.O.G., Gynaecological Surgeon, St. Mary's Hospital for Women; formerly 
Consultant Obstetrician E.M.S. and Consulting Obstetric Surgeon to the 
Bromley Maternity Hospital and West Ham Borough Council. 
Although the condition is so common, pre-eclamptic toxaemia has presented an 
elusive problem for many years. This new work will therefore prove particu- 
larly welcome since the author discusses not only the many theories which have 
been advanced, but offers a completely fresh concept of the subject, skilfully 
elaborated and supported by a fund of up-to-date material based on the results 
of his work and on original research. It will prove to be the most important 
contribution yet made in the study of a most difficult problem. 
Pp. xiii + 210 + Index. 38 illustrations. \25s. net, by post Is. extra. 


PHARMACOPOEIA TO THE BRITISH ENCYCLOPAEDIA OF 
MEDICAL PRACTICE 
Just Published. General Editor The Rt. Hon. LORD HORDER, G.C.V.O., 
M.D., F.R.C.P. Compiled by G. E. HESKETH, M.D. 
An easy reference to the important proprietary drugs now available in this 
country, arranged alphabetically with a complete record of the nature of the 
drug, its manufacture, formula, uses, doses and methods of application, contra- 
indications and any other necessary information. To facilitate reference to 
other therapeutic agents used in any disease, a “‘ condition index" has been 
included, and there is a full list of addresses of manufacturers both at home and 
abroad. Although the PHARMACOPOEIA is associated with the British Encyclo- 
paedia of Medical Practice, it can be used quite independently. 
Pp. xii + 542. 65s. net. 


APPLIED CYTOLOGY 
Just Published. By G. R. OSBORN, M.B., B.S.(Melbourne), Pathologist to the 
Derbyshire Royal Infirmary and Derbyshire Hospital for Women. With 
photography by J. S. FAYERS, Clinical Photographer, Derbyshire Royal 
Infirmary. 

A profusely illustrated book dealing with the detection of malignant tissue in 

uterus, sputum, breast, urine and ascitic fluid and correlating the two sciences 


of cytology and histology. 
Pp. xii 164 . Index. 35s. net, by post 9d. extra. 


MEDICAL ELECTRONICS 

Now Available. By G. E. DONOVAN, M.D., M.Sc., D.P.H 
There is hardly a branch of medicine that cannot benefit from the application 
of electronic techniques, and so great have been modern advances that this book 
makes a very timely appearance to present a complete survey of both the theo- 
retical and practical features of electronics today. 
Pp. xiii » 201 + Index. 41 illustrations. 30s. net, by post Is. extra. 








Butterworths 88 Kingsway London W.C.2. 


SHOWROOM: I1-12 BELL YARD, TEMPLE BAR, LONDON, W.C.2 
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DISORDERS OF THE BLOOD: 

Diagnosis, Pathology, Treatment and > amr ow 
By Sir LIONEL WHITBY, CVO. Mc. MD, 
F.A.C.P., D.P.H., and C. J. C BRITTON, M.D., 
D.P.H. New (Seventh) Edition. 20 plates (12 
coloured) and 106 cext-figures 63s. 


EDEN & HOLLAND'S MANUAL OF 
OBSTETRICS 
Revised by ALAN BREWS, MD. MS, FRCS, 
FRCOG New (Tenth) Edition 57 plates (12 
coloured) and 378 text-figures 52s. 6d 


PARSONS’ DISEASES OF THE EYE 
New (Twelfth) Edition. By Sir STEWART DUKE- 
ELDER, K.C.V.0., O.Se., M.D., F.R.C.S. 22 coloured 
plates and 465 text-figures 42s. 


THE NORMAL CHILD 
Some Problems of the First Three Years and 
Their Treatment 
By R. S. ILLINGWORTH, M.D., F.R.C.P., D.C.H 
64 illustrations Ws. 


eine tr ol oll 
Theoretical and App 
By A. G. EVERS ‘| PEARSE, M.D., D.C.P. 110 
illustrations 60s. 
COMMON DISEASES OF THE EAR, NOSE 
AND THROAT 
By PHILIP READING, M.S., F.R.C.S. New (Second) 
Edition. 2 coloured plates and 38 text-figures 
22s. 


MEDICINE 

Essentials for Practitioners and Students 
By G. E. BEAUMONT, MA.DOM., FR.CP. Sixth 
Edition. 69 illustrations 37s. 6d 


Also by Dr. G. E. BEAUMONT 


APPLIED MEDICINE: Descriptive Cases and 
Cases Demonstrated at the Bedside by Question 
and Answer 

74 illustrations 35s. 


THE SCIENCE AND PRACTICE OF vie 
By W. H. C. ROMANIS, M.A. MCh R.C.S., and 
PHILIP H. MITCHINER, C.B., C.BE., if D., M Ss 
FR.C.S. Ninth Edition 
Vol. t: General Surgery. 422 illustrations Ts. 
Vol. I: Regional Surgery. 334 illustrations 3és 


ANTENATAL AND POSTNATAL CARE 
By F. Jj. BROWNE, MD. DSc, F.R.CS.Ed., 
F.R.C.O.G. Seventh Edition. 94 illustrations. 30s. 


A TEXTBOOK OF SURGICAL PATHOLOSY 
By C. F. W. ILLINGWORTH, CBE... M.D., Ch 
FRCSEd, and B. M. DICK, MB. ERCStd 
Sixth Edition. 317 illustrations 45s. 


DISEASES OF INFANCY AND CHILDHOOD 
By WILFRID SHELDON, MD., FRCP. Sixth 
Edition. 23 plates and 182 text-figures 40s. 





j.& A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 


























CASSELL MEDICAL BOOKS 


SHOULDER LESIONS 
"H. F. MOSELEY, o.a., D.M., M.CH.(OXON), F.R.C.S., F.A.C.S. 
A revised and enlarged edition of this comprehensive and authoritative reference 
book on the diagnosis and treatment of diseases and injuries of the shoulder. 
The concise text, combined with a profusion of large-scale illustrations, makes 
vividly clear the anatomy and pathology of each lesion discussed, as well as 
the recommended technics of repair. This monograph will supply quick, 
accurate help when shoulder problems arise in practice. 340 pp. _Iilus- 
trated. 90s. 


THERAPEUTICS IN INTERNAL MEDICINE 
FRANKLIN A. KYSER, M.p., F.a.c.P. 


There are many features which make this useful therapy guide outstanding. 
Detailed treatment is given for over 300 conditions. Each disease is covered 
by one authority who gives clear specific directions and advice as to the best 
treatment for the patient. Every condition is fully examined for, as 
Therapeutics is concerned only with internal medicine, each specialist con- 
tributor had been given sufficient space in which to cover his subject in 
adequate detail. ‘The material is presented to help solve problems as they con- 
front the busy practitioner. 110s, 


37-38 St. Andrew’s Hill, London, E.C.4 
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May we suggest a Christmas Gift 
for your colleague? 


BARCROFT, 1872-1947 
J. Franklin 

This biography re-creates the man and 
the scientist and to some extent the 
changing conditions of his time. A 
great thinker and writer is back with 
us, and about 60 plates are the 
complement of the fascinating life 
story 

November 


JOSEPH 


1953 37s. 6d. net 


THE MEDICAL WORKS 
OF HIPPOCRATES 
John Chadwick and W. N. Mann 
Hippocrates is as important in the 
medical profession to-day as he ever 
was, and it is believed that this new 
translation will prove popular both 
within the profession and to the lay 
public 
* This clear and fluent version of the 
Father of Physics will show how well 
he deserves that title ’ The 
Manchester Guardian 
1950 308 pages 
Demy 8vo 
NEW 
THE MEGALOBLASTIC 
ANAEMIAS 
L. J. Davis and Alexander Brown 
This book surveying modern views on 
pernicious anaemia is addressed pri- 
marily to the post-graduate student 
and to the general physician rather 
than to the haematological specialist 
Emphasis is laid on those practical 
aspects which the authors’ experience 
has shown to be important in diagnosis 
and treatment 
1953. 120 pages. 12 illus 


ANOXIA OF THE NEW-BORN 
INFANT 
Delafresnaye, Oppe et al 
This important work contains papers 
by international authorities and re- 
search workers on anoxia during and 
after birth. In addition to the well- 
illustrated papers, there are full sum- 
maries of the interesting and fruitful 
discussions which took place. Much 


Frontispiece. 
20s. net. 


21s. net. 


BLACKWELL SCIENTIFIC PUBLICATIONS — 


AND FORTHCOMING 


THE GOLD-HEADED CANE 
William Macmichael 
Foreword by William J. Kerr 
A faithful reproduction of the 1827 
text. Illustrations from the original 
woodcuts we must be grateful 
to Prof. Kerr for bringing a delightful 
book to the notice of a new generation 
of medical men and students.” The 
Lancet 
1953. 200 pages. 27 illustrations 

47s. 6d. net 


CLASSIC DESCRIPTIONS OF 
DISEASE 

Major, 3rd Ed. 3rd Ptg 
The clinical entities, methods of 
clinical diagnosis, and methods of 
treatment of disease that are presented 
cover practically the entire field of 
medicine and its development The 
biographical sketches and the care- 
fully chosen reproductions of portraits, 
famous books, apparatus and drawings 
add vital interest 
1948. 711 pages 
Roy. 8vo 


Ralph H 


158 illustrations 
72s. 6d 


PUBLICATIONS 
of the collected information in this 
book is not available elsewhere 
1953. 260 pages 

Illustrated 27s. 6d. net 


THE SPINO-CEREBELLAR 
DEGENERATIONS 
J. G. Greenfield 

This monograph deals with the 
degenerations of the spinal cord, 
brain-stem and cerebellum which are 
grouped under the term “ hereditary 
ataxia,”’ as well as idiopathic systemic 
degenerations of the cerebellum and 
its connections which rarely show 
evidence of hereditary transmission. 
The author indicates the relationship 
of these degenerations to those of 
other parts of the nervous system such 
as the peripheral nerves, retina, optic 
nerves and cerebral cortex. 
Spring 1954. About 130 pages 
Illustrated 

Demy 8vo. About 21s. net. 
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Just Our National 


published [ll-Health Service 


by 
; The former Medical Director-General of the Royal 
WATTS Navy makes a powerful plea for changing our basic 
attitude towards public health by placing more 
at emphasis on the prevention of disease. 


15/- Therefore his criticism of the National Health Service 
is summed up in his statement that it would be 

described more correctly as a “ National Ill-Health 

Service". He builds up a powerful, documented case, 

and the numerous examples he quotes are of absorbing 

C. A. WATTS interest to the entire medical profession. 


& Company Limited 
§ & 6 Johnson's Court 


Fleet Street, London 
F.C.4 Sir Sheldon F. Dudley, .c.s., 0.B£., F.8.S. 


By Surgeon Vice-Admiral 


























BAILLIERE, TINDALL AND COX LTD 


Essential Books for the General Practitioner 





Fer January Publication Now available 


MODERN TREATMENT TREDGOLD’S MANUAL OF 
YEAR BOOK 1954 PSYCHOLOGICAL MEDICINE 


2071H YEAR OF ISSUF Third Edition by 


Sin Cec — A. F. TREDGOLD, M.D., F.R.C.P., F.R.S.E., 
SS LE, WARELEY, BF. K.B.8., C.B., and R. F. TREDGOLD, M.A., M.D., D.P.M 
LL.D., M.Ch., D.Sc., F.R.C.S 
** A very serviceable and particularly use- 7) a + OOD Postage 1s. 34. 250. 

ful presentation of modern methods.” oD “— _ 
British Medical Journal BASIC PRINCIPLES OF 

** An excellent year book . . we con- C ANCER PRACTICE 
gratulate the editor on providing the ANDERSON NETTLESHI . 
profession with a most helpful book, and peony ss neg aha 
we recommend it to all who desire to 
keep abreast with recent developments in, os . 
> omens” ” DIURETIC THERAPY 

Postgraduate Medical Journal ALFReD VOGL, M.D 


Pp. viii + 352. 69 illustrations. Postage 1s. 21s. Pp. viii 250. Silustrations. Postage 1s. 38s. 6d. 


Pp. xii + 398. 106 illustrations. Postage |s. 34 
54s. 








7-8 Henrietta Street, London, W.C.2 
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frae* v- obit 
( Fie p om” 
For the \ oases 
long term, o!°” 
\ 
y \ management of 
/\px 7~ | ° ° 
=<"; mild and labile 
— J~ hypertension 


RNG ‘\ with control of 


/ 


\\ 


|? / associated symptoms 


i 


@ Rauwiloid represents the alkaloids obtained from Rauwolfia serpentina 


@ Each batch is tested in dogs for its eflectiven in producing hyptotension, bradycardia and sedation 


@ Clinically, Rauwiloid produces lower blood pressure is limited, regardless of dose 
(1) Moderate fall in blood pressure 
(2) A de Ae od | rans @ Rauwiloid is not a ganglionic or adrenergic 
2) A desirable mild bradycardia bi ime ome i " 
‘3s A wabesbie enienion talleones ocking agent and does not interfere with postural 
(4) Pr “ I of oe : reflexes Even at several times the therapeutic 
ompt rehet of headaches, dizziness and losag { ble side eff -} 
+ dosage, undesirable side effects are rarely seen with 
other symptoms Rauwiloid 
auwiloik 
@ Initial dose 4 mg. (2 tablets) once daily until 


@ The hypotensive action of Rauwiloid is slow in 
desired effect is achieved; thereafter one tablet 


developing, and may not attain its maximum for 
weeks or even months. However, the ability to daily 


when a more potent hypotensive action is needed .. . 


RAUWILOID + VERILOI 


tolerance for Veriloid, making it possible for 


@ The characteristic effect of Rauwiloid is retained 
patients to obtain a significant reduction of blood 


when a more potent hypotensive agent such as 
Veriloid is concurrently given. Clinical evidence pressure from lower doses of Veriloid 
suggests that synergistic potentiation results. In 

severe or resistant hypertension Rauwiloid Veriloid is one 
Veriloid produces outstanding objective at intervals of 
subjective improvement 


@ The calming influence of 


@ The average dose of Rauwiloid 

and tablet three times daily after meals 
not less than four hours Each tablet contains | 

Rauwiloid enhances mg. of Rauwiloid and 3 mg. of Veriloid* 


* brand of standarized Veratrum viride alkaloids 


“ VERILOID " and “ RAUWILOID " are Registered Trade Marks 


RIKER LABORATORIES LTD., 29 KIRKEWHITE STREET, NOTTINGHAM 


f of references 


full detai nda li 


OF RIKER RESEARCH 


We will eladly send literature giving 
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SURGICAL 
DIATHERMY 


Marconi apparatus of great 


efficiency and reliability 


Used in hospitals all over the country, 
Marconi Surgical Diathermy Equipment has 
earned an enviable reputation for versatility 
and reliability. The valve-energised units 
shown provide EXACTLY the current 
required for each surgical technique. A full 
range of electrodes is available. These instru- 
ments can be demonstrated in your theatre, 
at your convenience, and the delivery position 
is good, 


THERATOR MINOR DIATHERMY, Type MME 3 
Ideal for delicate surgery : two distinct cutting currents 
—opthalmic and neuro-surgical; current metered and 
repeatable at pre-selected control positions; mobile 
trolley available if required 


SURGICAL DIATHERMY APPARATUS, Type TF 972: 

Provides sufficient power for all surgical purposes — up 
to 300 watts ; footswitch for selecting cutting or coagu 

lating currents, with independent controls giving smooth 
and stepless adjustment of intensity over a wide range 

equipment incorporates a number of safety precautions; 
Cautery-Light Unit with controlled-voltage supply jor 
surgeon;’ and other lamps Unit is available indepen- 
dently if desired; apparatus is housed in an easily-cleaned 
cream ename'led cabinet, on antistatic rubber-tyred 
castors, designed to occupy the minimum floor space. 


MARCONI instruments 


SPECIALISTS IN: 


MARCONI! INSTRUMENTS LTD - ST. ALBANS - HERTS - Phone: ST. ALBANS 6161/7 
30 Albion St., Kingston-upon-Hull. Phone: Hull Central 16144 19 The Parade, Leamington Spa. Phone: 1408 
And at: BELPAST CARDIF? GLASGOW LIVERPOOL NEWCASTLE SOUTHAMPTON 


Managing Agents in Export : MARCONI'S Wire ess TELEGRAPH Co. LTD - MARCONI House. STRAND Lonpon, W.C2 
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A SPENCER SUPPORT AID for the Paraplegic Patient 


This paraplegic patient, aged 25, developed symptoms in 1943 of stiffness in the neck 
and pain in the right hip. Condition was diagnosed as a tumour inside the spinal 
cord (glio Blastoma multiform). The site of the tumour : C 4, 5, and 6 

First laminectomy was performed 1943; a second operation was performed in March 
1946. X-ray therapy was given in April 1946, September 1946, and December 1946 
A Spencer Dorsolumbar Support with a rigid lacing back and front was applied in 
October 1946, which enabled the patient to use his special walker for exercise. 
Abdominal muscles are paralysed and a special Spencer Abdominal Spring Pad 
incorporated in his support has been helpful in assisting respiration and relieving 
symptoms of constipation and indigestion 

Prognosis is poor but the patient is comfortable as long as he wears the support and 
does nct attempt to be too active. Because he is unable to sit erect without high 
support to his back and uplift for his diaphragm and chest, Spencer Designers created 
the support (as shown) to come up well over the chest to enable the patient to sit 
up with more comfort. Elastic gores at top sides assists in respiration. Special 
hip pads protect the prominent hip bones. 


For further information write to : 


SPENCER (BANBURY) LIMITED 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


Spencer House + Banbury + Oxfordshire 
Telephone : 2265 


Branch Offices and Fitting Centres 

LONDON: 2 South Audley Street, W.1. Tel. GROsvenor 4292 
MANCHESTER: 38a, King Street, 2. Tel. BLAckfriars 9075 
LIVERPOOL: 79 Church Street, 1. Tel. Royal 4021 
LEEDS: Victoria Buildings, Park Cross Street, 1 (opposite Town Hall 

Steps). Tel. 3-3082 
BRISTOL: 44a Queens Road, 8. Tel. Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 Tel. Central 3232 
EDINBURGH: Wa, George Street, 2. Tel. Caledonian 6162 


Trained Spencer Retailer-Fitters aveilable throughout the Kingdom, name and address of nearest Fitter 
supplied on request 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Copyright 
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..“Pabyrn’ Proteolysed Liver B.P.C. 


is whole mammal liver which has been 
subjected to an enzymic hydrolysis to re- 
duce it to a concentrated, palatable and 
readily assimilable form. The complete 
content of the original liver is retained, includ- 
ing the Vitamins of the B complex, folic 
acid, Vitamin B,,, the growth factor and all 
other naturally occurring factors present 
in raw liver. 


.. taken daily ‘Pabyrn’ Proteolysed 
Liver supplies adequate haemopoeietic 
principles for the control of megaloblastic 
anaemias. In addition it forms a protein 


and amino-acid supplement and may be 
administered in large doses for the pur- 
pose of providing readily assimilable pro- 
tein in dietary deficiences and in the 
treatment of burns and other conditions 
where there is heavy loss of plasma 
protein. 


' Further details and semples of ‘PABYRN’ PROTEOLYSED LIVER 6.P.C. , 


{ere available from 


PAINES & BYRNE LTD., Greenford, Middlesex 
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Breaking Point 


When taut overstrained nerves give way after 
prolonged emotional stress, the steadying and restora- 
tive properties of ‘BrrLeTe’ are especially valuable. 
Nervous tension is relaxed, and the impetus given 

to essential metabolic processes promotes an 


early return to full health 


o 
6 B e | et Ce 1 new preparation containing 
J phenobarbitene and Vitamin B-Complex 


Trade Mark 


John Wyeth & Brother Ltd., Clifton House, Euston Road, London, N.W.1 
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IMMEDIATE 


CONTROL OF 


ASTHMA 





Before the underlying cause of asthma can be 

determined the physician invariably looks for an 
immediate measure for controlling the chief lesion 
BRONCHOSPASM. Complete reliance can be placed 

on FELSOI prescribed for years by doctors for its 
immediate and sustained effect in relieving asthma attacks. 
Non-narcotic and non-cumu'ative, FELSOL is easy to take 


and gives full relief in perfect safety. 





* NO CONTRA-INDICATIONS 


*% SAFE IN CARDIAC CASES 








BRITISH FELSOL COMPANY LTD., 206-212, ST. JONN STREET, LONDON, E.C.1 
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The Remedy is 


Bismuth 
Carbonate 


HEN an unbalanced diet, an excess 
of alcohol, anxiety or worry lead 
to excessive secretion of acid, inflam- 
mation of the stomach, and irritation 


of the gastric mucosa, the result is 


indigestion. The remedy is Bismuth 
Carbonate because it effectively neu- 
tralises the acid, protects the gastric 


mucosa and soothes and heals the 


inflamed stomach. 





farannaceMed. Illus. 1952, 6,51, Med. Press, 1953, 229, 579, 
Referencesy sncet, 1949, 1, 859. Brit. Med. J., 191. 1, 291. 











Full Illustrated Literature and Free Samples on Request to 
BISMUTH RESEARCH DEPT. 


MINING & CHEMICAL PRODUCTS LTD. 
86 STRAND (Ist FLtoor), LONDON, W.C.2 
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Treatment of the Streptococcal Throat 


*PonpeTs’ Penicillin are a new and ingenious vehicle for local oral 
penicillin therapy, that combine the striking advantages of extreme palatability 
with prolonged action. Each ‘Pondet”’ contains 5,000 international 
units of crystalline potassium penicillin-G in a delicious hard, fruit, toffee-like 
base that completely masks the bitter taste of penicillin. 

Because of the nature of their hard base, ‘ Pondets’ dissolve slowly and 
uniformly, supplying an uninterrupted high concentration of penicillin to 


infected areas of the oro-pharyngeal mucosa. 


INDICATED in minor superficial oral 
infections due to penicillin sensitive 
Organisms ranging from the ‘ Strep- 
tococcal Throat’ to the less common 
Vincent’s infection and recommended 
for routine prophylactic use follow- 


ing Tonsillectomy. 

Individually wrapped in bottles of 20. 
Children accept ‘Pondets’ as readily 
as a sweet, and they are particularly 


useful in controlling throat infections 


in juvenile communities, 


*Pondets’ PENICILLIN TROCHES 


Trade Mok 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 (Wyeth) 
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Jack 
BARCLAY 


ssmivie 


BERKELEY SQUARE % 


It is our desire to sell only 
the World’s best cars 

Rolls-Rovee and Bentley 
That i hy our new Londor 
Showroom ir devoted ex 
clusively to these famous cars 
We can show ou the best 
selection of new and used cars 
and ofler exceptional after 
sales rvice You are wel 
come to call, or write tor our 


Stock Lust 


The Largest Offi 
ROLLS-ROYCE & BENTLEY MAYFAIR 1444 





Tried and True- / « 
, on ) 


® Made trom the finest Shettield stee!, Swann-Mortoe 
surgical blades are individually tested for keenness 
d flawi thi rilised and coated with 
pure Vaseline to reach the surgeon's hands 
in perfect condition. Handles are of stain- 
‘ less metal, precisely machined to en- 
sure that blades fit accurately and 
rigidly. There are eleven types 
of blade. as illustrated, 
and three types of 

handle. 


Swaun-Motton 


W.R. SWANN & CO. LTD - PENN WORKS - SHEFFIELD - ENGLAND 





—_ —— —_ 
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The Finest Petrol 
in the World 


When you buy Esso Extra you buy a petrol produced 
by the world’s most experienced petroleum company 
You buy one of the star products of the Esso Refinery 
at Fawley—most modern oi! refinery in Europe. You 
profit from thousands of miles of arduous road-testing 
by the world’s most expert racing drivers. Finally, you 
enjoy the benefit of a petrol unsurpassed in quality, 


performance and economy anywhere in the world. 


extrawe™ 


allon rantiness 


Extra «m'" 


j 


extra ant ai ; extra pom 
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form. An appetising hot drink 








yeast 


RIBOFLAVIN (vitamin 8,) 1.5 me. per oz 


5312 





During the winter months it is specially important that 
a well-balanced diet containing a good supply of vitamins should 
be provided to give added protection against infection. 


Marmite is a useful protective food, which provides 
naturally occurring vitamins of the B complex in a palatable 


spoonful of Marmite into a cupful of boiling water or hot milk. 


MARMITE 


extract 


contains 


Protective Foods in Winter 





can be made by stirring a tea- 








NIACIN (nicotinic acid) 16.5 mg. per oz 


Obtainable from Chemists and Grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 


THE MARMITE FOOD EXTRACT CO., LTD., 35 SEETHING LANE, LONDON, E.C.3 





CLINITEST for Surgery and Clinical use... 


1947 
“‘CLINITEST’ (Brand) sets and tablets invaluable 


Since doctors and patients have found 
for simple, rapid, reliable urine-sugar tests. There 
is no external heating--CLINITEST’ tablets 
generate their own heat--and the complete test 
takes less than one minute 

Because of these unique advantages, many 
thousands of doctors are now using *‘CLINITEST’ 
tablets for routine tests in their surgeries and 
clinics (especially Antenatal clinics) where Benedict 


Solution was formerly used. 
Prescribe ‘CLINITEST’ for N.H.S 


and private patients as 
CLINITEST" Tabs. 36 


CLINITEST sll 


the Medical Advisory Committee of the 
Diabetic Association 

Supplies always available at all good-class 
chemists. Medical literature available on 

request to the sole distributors 

Write for details of the ‘Clinitest’ equipment and 











For reliability in urine-sugar tests use... 
THE CLEAR ‘CLINITEST’ COLOUR SCALE 
THE BLACK PLASTIC CASE 

THE BLUF-AND-WHITE REFILL BOTTLE 














reagent tablets for routine urine-sugar tests to 
DON S. MOMAND LIMITED 
$8 ALBANY STREET, N.W.!I 
Manufactured by Miles Laboratories Ltd., 


© inser Seuth Wales, under licence from 


AVAILABLE UNDER THE W.H.S. O8 FORM ECIO 


Prices Complete set, including % tablets. 10 - 


Refill bottle (36 tablets) 36 


(Less professional discount to the medical profession) 





Ames Company, linac. 
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A new approach to ‘khellinisation 


KHELLANALS 


suppositories ‘Pabyrr 


Khellin therapy without nausea 
A non-toxic form of pure khellin providing effective treatment 
chronic bronchitis, bronchial asthma, angina pectoris 
nal colic without the distressing side-effects so common 
to parenteral and oral administration 


Chimcol somple and literature on request 


PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford 


Telegram ANDS. GREENFORE Tele; es PERIVALE (143 

















BISMUTH IN A NEW PERSPECTIVE 


BISMUTHO 


Trade Mark Brand 
MASSIVE DOSE THERAPY 


in the treatment of 


PEPTIC ULCER 


BISMUTHO Compound Therapy consists of: 


A compound powder containing 75 grains of Bismuth Carbonate 
together with Magnesium Carbonate and Calcium Carbonate. 


A tablet containing Phenobarbitone and Ext. Bellad. Sicc. 


Each powder and tablet is packed in a combined unit in cartons of 30 
doses, i.e., one complete course of treatment. 


A suggested diet sheet is enclosed. 


Detailed booklet and recommended dosage available on request 


C. Jj. HEWLETT & SON LTD. 


35-43, CHARLOTTE ROAD, LONDON, E.C.2 
also at 216, ORR STREET, GLASGOW, S.E. 
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A Hospital Report 


ALLEVIATE PAIN GONTROL pH 
ACCELERATE HEALING 


The 

Medica: 
Management 
of Gastro- 
Duodenal 
Ulceration 


TABNET 
Tablets may 
be prescrived 
on Form 


E.C10. 


. all duodenal ulcer patients 
received symptomatic relief; 
ten after | day, four after 2 
days, two after 3 days, 

two gastric ulcer patients 
experienced relief of symptoms 
after 2 to 3 days. Two who did 
not improve had large eroding 
ulcers necessitating operation 
later. 

. x-rays showed healing after 
10 days of TABNET treatment 
and complete healing after 20 
days, except the two referred to 
above. 

in addition, 20 ambulatory 
rABNET 


therapy and all became symp- 


patients received 


tom free within a short period. 
rormMuLa: Each tablet contains: 
Dihydroxy aluminium amino- 
acetate 250 mgm. Glycine 30 
mgm. Available in bottles of: 100 
tablets 7/- plus P.T. and 1,000 
tablets 62/- plus P.T. 


TABNET 


HY DRO\Y 


ALEMINILM \WINGACL TAL 





“You'll have some 
too, Nurse, if you know what's 
good for you!’ 


v 


sleep sweeter 


ourn-vita 


—_———— made by Cadburys ———__ 








PROBLEM CORNER 


EDUCATION, we are told, is not so 
much a matter of knowing the facts as 
knowing where to find them. In mat- 
ters of finance, you will find ‘the facts’ 
at the Westminster Bank. Special 
departments exist to advise on overseas 
trade, to help with customers’ Income 
Tax problems, to obtain foreign cur- 
rency and passports, to act as Executor 
or Trustee, to... But why go on? We 
have said enough to show that, when 
problems like these arise, the simplest 
thing to do is to leave them in the 
efficient hands of the Westminster Bank 


WESTMINSTER BANK 


LIMITED 


CALMIC LIMITED 
CREWE HALL + CREWE 





Tel. 3251-5 — 
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VETERAN ROLLER 
CABINETS 


THE 

DOCTOR'S 

CABINET 

Specially designed and made for medical 

record cards, 8" high = 5S” wide; on rollers 
for easy running 


Patterns 703 without Lock 
703L with Lock 


Enquiries to 
ST. STEPHENS PRESS (London) LTD 
(Prop. Craddock & Craddock Ltd.) 


7 Fisher Street, London, W.C.| 











The safest and best 


preparation of opium 


Nepenthe contains al! che constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the 
unpleasant after-effects usually attributed to opiates 
tcan be given over a considerable period and the 
effect remains invariably constant 
Packed in 2-o2., 4-0z., 8-oz. and !6-oz. bottles and 
©r injection in }-oz. rubber-capped bocties, sterile 
ready for use 


KEPERTHE » 


(FERRIS) 











Samples on request 


FERRIS & COLTD 


BRISTOL 


Telephone 21541 Telegrams: FERRIS BRISTOI 





THE SYRINGING 
OF EARS 
UNDER PRESSURE 
CAN NOW BE 
AVOIDED 


CERUMOL 


ear drops break up and dissolve 
impacted wax in the external auditory 
meatus, saving time and trouble in 
the Surgery and First-Aid Room. 


Cerumo! was clinically tested ina London 
hospital and is accepted for use in a large 
number of hospitals and general practices 
throughout the country 

Price under the National Health Scheme, 
2s. 8d. per 10c.c. dropper vial 

Also packed in 2 oz. and 10 oz. bottles for 
hospital use 


Safe - Efficient - Anti-bacterial 
Saves time and trouble 


Obtainable through your Chemist 


CERUMOL 


Professional Sample and a descriptive 
folder with directions for use available 
on request to the Distributors:- 


TAMPAX LTD. 
Medical Dept., 110 Jermyn Street 
London, *.W.1! 
Phone: WHI 8696 
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Indicated in Feverish Conditions, Teething, 
Minor Muscular Pains and other ailments of 


Children 


A SAFE AND ACCURATE DOSE OF ASPIRIN — There is little fear of an anxious 
mother giving too large a dose of Angiers Junior Aspirin for Children. 
Each tablet contains 1} grains of Aspirin. 

IN AN EASY TO TAKE TABLET — The pleasant orange flavour and sweetening 
in this small pink tablet makes Angiers Junior Aspirin acceptable to 
children even if sucked or chewed. 

WITH A SAFEGUARD AGAINST GASTRIC IRRITATION— The combination of 
di-calcium phosphate with the aspirin guards against any irritation 
caused by the acid effect of aspirin alone. 


Acid. Acetylsalicylic 1.2¢ grains. Di-( n Phosphate 1.50 grains, 
orange-flavoure / 


ANGIERS 20102 ASPIRIN 


for children 
FOR ADULTS. A palatable tablet incorporating Di-Calcium Phosphate makes 


this preparation especially valuable for use by those adults to whom plain 
aspirin is unacceptable. Four “Junior” tablets equal the normal 5-grain dose. 


ANGIER CHEMICAL CO., LTD. LONDON, S.E.1. Laboratories, South Ruislip, Middlesex. 





—— INCRETONE == 


With VITAMIN B, 


Stomachic and Tonic Augmented by Vitamin B, 


Incretone is a general tonic to which Vitamin B, has been 
added. The vehicle contains glandular substances pituitary 
and gonads and the bitter tonic principles taraxacum and 
gentian 

Indicated in the treatment of anorexia, asthenia and general 
debility, and is a splendid aid in the convalescent period. 


Supplied in bottles of 6 ounces 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
oes London, S.W.1 Tel. Vic. 1282 a 
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TONSILLITIS * INFLUENZAL COLDS 








DOCTORS 


son aumeGunowr omecd Ge cheung ANALGESIC AND ANTIPYRETIC 
of prescribing (on &.C. 10) Dalmas Dalzo- 
flex and Lestrefiex Ventilated Bandages. 


A considered formulation 
oe (y eliminates the side effects 
; of constipation and 

depression. HYPON TABLETS 
alleviate pain rapidly, 
disintegrating in 10-15 
seconds thus ensuring the 
maximum therapeutic 

value. HYPON TABLETS are 
invaluable in febrile states. 


ase? d 
we we pies a F- 


Literature 


and Samples 





available on 
request 
from the 


y, el 
Make sure of your stocks of Medical 


Department PORMULA: Acid. Ac etylsalic yl. BP 


Phenacet 

Caffein. B.P.- 2.0% 
Codein. Phosph. B.P.-O.99% 
Phenolphthal. B.P.—-1.04 
Excip 7.75%. (Bach tabiet 8 
grains) PACKS: 10, 50, 125, 250. 
TAX FREE DISPENSING PACKS 
600— 34s. lid 
1,00058s. 3d 


VENTILATED 
BANDAGES 


AVAILABLE ON E.C. 10°s 


+ + © + + © © +++ 


DALZOFLEX BANDAGES 

Stnp ventilation Dalsotte. Self-adhesive available 
in 3 yard rolls, 2) and | ches wide Avatlable 
otc Ww 


LESTREFLEX BANDAGES 


Strip ventilated (Diachylon) | estretion avaiable 


—— eee CALMIC LIMITED 


MADE BY DALMAS LTD., JUNIORST., LEICESTER CREWE HALL, CREWE TEL.: 3251-5 
AND 140/2 ST. JOHN ST., LONDON. Estd. 1823 | 
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Advertised and Introduced ONLY to the 
Medical Profession 


A NEW TREATMENT OF 
ANGINA OF EFFORT 


Triethanolamine Phospho-nitrate 2 mgm. per pill 


Dilator of Cardiac, Renal and Cerebral Arterioles 
Bentonyl is specifically a PREVENTIVE 
TREATMENT of attacks of Angina Effort 
Its action on the heart is comparable to that of Trinitrin but more 


prolonged, although less rapid. Bentony! is thus indicated in averting 
or reducing frequency of attacks 


NO TOXICITY : NO HABITUATION 
. Pp o . Packings: Tube of 50 pills Dispensing pack: 250 pills 
Contra-indicated in marked posic NUS. Prices: 4 1% PT. inc 14/- per pack plus 3/6 P.1 


Hypotension SAMPLES AVAILABLE ON REQUEST 


BENGUE & CO. LTD., Mfg. Chemists, Mount Pleasant, Alperton, Wembley, Middlesex 


‘a> tae Cae CAP tae TAP Tae <A? A> Ta te 


THIN END 
OF THE WEDGE 
FOR FLAT FEET! 


The largest single cause of foot is practically indistinguishable in 

trouble in childhood—pronation wear from any of the first-class 
could easily become the least shoes made for norma! young 

*‘Inneraze’ shoes provide the feet by Start-rite. 

complete answer: they apply the 

wedge principle at its most sensible, 

built into the shoe itself. This, INNERAZE Shoes by 

together with the buttressed heel, . 

gives a corrective support that lasts 


the life of the shoe, unaffected by ‘ 

wear or repair. And because the / \ 

wedge cannot be seen ‘ Inneraze’ ( \\ a ) 
‘ Y, 


For tllustrated leaflet and the names and 

addresses of suppliers, please write to: 

Managing Director, James Southall & 

Co., Eid, 4 St Geates Street, 
f 


Hanover Square, London Supplied only against medical prescription 
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In convalescence 


Lethargy and loss of appetite 

the very conditions which, in 

convalescence, it is essential to 

reverse—are also among the earliest 

symptoms of Vitamin B deficiency The administration of 

B-complex Vitamins to convalescent patients is, therefore, common expedience 
Beplex n established means of providing a balanced dosage of the important 
B Vitamins, naturally prepared, may be accepted with equal confidence for specific 


therapy or prophylaxis. it is available as an agreeable elixir or in capsule form 


to suit the preference of the patient 


‘Beplex’ 


ELIXIR & CAPSULES 








JOHN WYETH & BROTHER LIMITED Wyeth CLIFTON HOUSE, EUSTON RD. NW. 


Introducing TWO NEW TOPICAL PREPARATIONS— 


in-go CODELLA 


ANALGESIC BALM Emollient 
CREAM 


A new analgesic balm indicated in the treatment 
of those conditions present ng as myalgias or nerve 


root pain An alleviating cream of proved value 


For the prophylaxis and treatment of skin irrita- 
tion, degreasing and damage caused by many of the 
Tolazoline Hydrochloride which relieves pain new washing powders 


Contains 


directly due to vasospasm, prevents the accumu 
To alleviate and heal chapped hands, and abraded 


lation of the products of muscle metabolism, and 
and chafed skin 


facilitates the absorption of analgesic drugs 
Glycol Salicylate, which is odourless, non-irr Neither greasy nor sticky 
tant, and rapidly diffuses in tissue fluid 


Ig-oz. tube 34d. incl. P.T A ‘serious’ functional cream which you can con 


fidently recommend 


Freely prescribable on Form €E.C.10 l-oz. tube; | 6d. 


@ LITERATURE AND SAMPLES GLADLY SENT ON REQUEST @ 





MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN LONDON OFFICE 64 GLOUCESTER PLACE wl LONDON 


wWweisetcr srviese 
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Laboratory Natvelle 


NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trust- 
worthiness of THE ORIGINAL PRODUCT. Standard works on cardiology 
and current medical literature contain numerous references to the unfailing 
reliability and constant activity of NATIVELLE’S DIGITALINE. Litera- 
ture and samples will gladly be forwarded on request. 

Supplied in the following stable forms 

rABLETS (PINK) 0.1 mg 1/600 gr TABLETS (WHITE) 0.25 mg.=1/240 gr 

AMPOULES for intramuscular and intravenous injection 0.20 mg.=1/300 gr 
Digitaline Tablets now available in dispensing packs of 200. 


NATISEDINE NATIROSE DRAGEES 


Tablets of 0.10 gm. of Dragées of Nitroglycerine 
phenylethylbarbiturate of quinidine Boxes of 40 
Bottles of 20 and 100 tablets 


OUABAINE ARNAUD 
rABLETS 2.58 mg., 1/24 er. Bottles of 40 
AMPOULES 1/120 gr.-0.50 mg. for intramuscular injection 
AMPOULES 1/240 gr.-0.25 mg. for intravenous injection 
Ampoules packed in boxes of 6 


IODHEMA 


Tablets and solution 
All forms of Nativelle’s Digitaline & Ouabaine Arnaud are exempt from Purchase Tax. 


74-77 WHITE LION STREET 19 TEMPLE BAR 
LONDON, N.1 DUBLIN 











VITAE non. 


75 i.u.pergelucap 


For CARDIOVASCULAR-RENAL DISEASES 


Each gelucap contains a concentrate of natural esters (d, alpha tocopheryl 
acetate) from vegetab’e oils, type VI, equivalent tc 75 mg. dl, alpha toco- 
phery! acetate (i.e. 75 international units). 
VITA-E is the genuine natural Vitamin E used by the 
Shute Institute and recommended by the Shute Founda- 
EXTENSIVELY tion for Medical Research and is sold under no other 
PRESCRIBED ON name, Physicians abroad are warned against using any 
E.C.10 FORMS IN THE brand of vitamin E not labelled in terms of international 
UNITED KINGDOM units as per standard of the League of Nations. VITA-E 
is manufactured in England and is available in all 
countries so substitutes should be avoided. 
Also available a complete range of endocrine and endocrine-vitamin prepara- 
tions including BIOGLAN-A/R capsules for rheumatism, arthritis, rheumatoid 
arthritis and fibrositis (based on the same cortical principle as CORTISONE). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 
Tel, Address: ** BIOGLAN TOLMERS" Phone: CUFFLEY 2137 Literature on request 
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A COMPREHENSIVE THERAPY 
for all types of Leucorrhoea 


* 
‘TAMPOVAGAN = RSSes 


EASILY SOLUBLE PESSARIES 
self.administered by patient 


* Other vorieties include: Lactic acid 5%, Choleval 1%; Penicillin $000 i.u.; Stilbaestro! O.Smg 
© Literature and samples available on request * May be prescribed on Form E.C./0 


*© Pockings:—Containers of |2, 50 and 100 Reference :—-The Practitioner, (1950) 165, 144-145 


CAMDEN CHEMICAL CO. LTD - 61 Grays Inn Road - London, W.C.! 





Indicated in treatment of Arthroses— 
Spondylarthritis, Spondylosis, Coxar- 
thritis and all degenerative processes 


in a joint, Osteoporosis, Osteomalacia 


GT 50A for treatment of men and women 
GT SOB for treatment of women only, in certain conditions 


POSOLOGY. One intragluteal injection of GT s0A to be given weekly for 8 to PACKINGS 
5 Vv cases two or t jections 7 
12 weeks. In very severe cases two or three injections may be given per week Carton of $x scc. ampoules 
of either “‘A” or “BB” 


Advertised and Introduced ONLY te the Medical Profession See brochure for full directions 


BENGUE & CO. LTD. MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDX. 
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to ensure a perfect fitting 
aS surgical stocking 
+ | prescribe 


rr 





E-L-A-S-T-I-C 


MADE ALWAYS TO MEASURE FEATHERWEIGHT NET STOCKING 
Guaranteed for six months 


In cases where a surgical stocking Light-weight net 


is required it IS Wise to spec ifv a The net which ts 


Lastonet which is carefully and self-ventilating and 


accurately made to your patient's . vceptionally light in 


measurements. For this reason a weight, stretches equally 


Lastonet stocking always fit per- in all directions to 


fectly. Measurement forms, full afford an even 


g wrt over 
details and particulars of medical degree of support ove 


t ? of th , 
opinion will be sent on request the whole area of the limb 


1 LASTONET PRODUCTS LIMITED CARN BREA REDRUTH CORNWALL 


" Cesira Mask 


For SURGEONS and NURSES 
BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 
FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was designed to 

arrest all droplets from the mouth and nose, and so to prevent 

contamination during operation The “Cestra’’ Mask consists of 

4 layers of Fine Dental Gauze le fastens secure'y under the chin, 

has an air gap at the sides, is comfortable to wear for long periods 

and may be easily sterilized Made by : Robinsons & Son, 
Obtainable from Chemists and Medical Stores Ltd., Wheat Bridge Mills, 

Lendon Office: King’s Bournn House, 229/231 High Holborn, LONDON, W.C.1 CHESTERFIELD 





Newly Recognized Palatable Source 
of Potassium * THE NEGLECTED MINERAL 


Valentine's Meat Juico, with its high content of soluble potassium salts 
(equivalent to 74-97 mg. KCI per cc.) together with other inorganic 
salts, meat bases and small amounts of soluble proteins is a valuable 
dietary supplement, furnishing practical amounts of potassium in 
palatable form. 

VALENTINE COMPANY, INC., RICHMOND, VA. 


VALENTINE’S MEat Juice 
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The new 


PENICILLIN COMPOUND 


*PENIDURAL’ is the new ready-for-use fluid oral penicillin, Below is a diagram based upon recent 
containing 300,000 units to each large teaspoonful (5 c.c.) work as reported in the British Medica 
It will retain its full potency im aqueous suspension for Journal, April llth, 1953, pp. 8058 
eighteen months at room temperature, and is thus ideal and 823 

for treatment both in hospital and home 








Extract from 
Editorial of the British Medical Journal, dated ' cr aed 
I 1th April, 1953, page 823 se a Ae SEO 
‘A standard dose of 300,000 units of *Penidural’ was 
given, and after a single dose a therapeutic blood concentra - 
tion was invariably found after 3 hours. When the dose was 0254 a 16 patients 
repeated at six-hour intervals a cumulative effect was 
observed, with continuous maintenance of a therapeutic 
concentration 012s 


The introduction of this pleasantly flavoured liquid penicillin 
banishes the need for any tedious mixing. The patient 
merely has to pour out the specified dose 0-06 


Supped in bottles of 2 ft d ree teaspoonsful ) 


‘PENIDURAL’ apm =Ee 


a mann its) were given, irrespective of age 
, in a and weight wo000 units ot 
N.N dibenzylethylenediamine dipemecillin G Pt NIDt R = No less than 


1x 1 therapeutc blood 


Oral Suspension puss after 3 houre = 
get) 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON RD... LONDON, N.\W.I —— 








9D Wad SLING ST9A91 GooTE 
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Syup Pertussis 


clinically demonstrates to the full the sedative and antispasmodic 
values of VALERIAN in combination with suitable expectorants 
in the management of the 


parocysm of whooping cough 


The patient's dread of their onset and distress during the actual fits 
are eliminated, and the whole character and course of the disease 
markedly modified. It is readily taken by children. 


Literature and sample available from the distributors 
11-12 Guilford Street 


‘ ANGLO-FRENCH DRUG Co. LONDON W.C.1 
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In hypertension and 
peripheral vascular disease... 








HY DERGINE 


(containing the methanesulphonates of dihydroergocornine, 
dihydroergocristine and dihydroergokryptine in equal parts) 
lowers the tone of the vasomotor centres in the brain, 
blocks adrenergic stimuli at the effector organs, 


slows the heart rate and improves the diastolic filling 
of the heart, 


reduces psychomotor over-excitation. 





Peripheral Vascular Disease 





Hypertension 


Hydergine lowers systolic Hydergine increases blood 
and diastolic blood pressure flow in the extremities and 
and alleviates subjective dilates collateral vessels in 
complaints. severe obliterative disease. 

Brit. Heart J., 1952, 14, 77 Angiology, 1950, 1, 250. 

















Ampoules of 0.3 mg.: Boxes of 3, 20 and 100. 


Sublingual Tablets of 0.25 mg.: Pottles of 30, 150 and 500. 





Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134 Wigmore Street, London, W.1 
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**Aluminium phosphate biti 
non-systemic 


gel produced prompt relief antacid which 


cannot cause 

of ulcer pain, had an acid rebound 

even following 
excellent effect on appetite re 

It is free-flowing 
and ideally 

and return of strength and PS ve 

administration 


was much less constipating to tithe 


drip. 


than aluminium hydroxide.” Further inform 


tion On request. 
Amer. |. Dig. Dis., 1945 12, 65 


“a 


Aluphos. 


ALUMINIUM PHOSPHATE GEt 


Aproduct of Mm Latium CLT ela 


BENGER LABORATORIES LIMITED . HOLMES CHAPEL . CHESHIRE - ENGLAND 
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Bloodless 


revolution 





The introduction of ‘Dextraven’ has made 





available for the first time a dextran solution 

with controlled optimal molecular content 
which has been referred to as ‘ narrow fractios 
dextran.’ |t produces rapid elevation and pro 
longed maintenance of blood volume and 
normally ensures that over 50% of the d-xtran 
administered remains in the circulation after 24 
hours — a longer period than has been possibile with 
any previous blood volume restorer. 

‘Dextraven’ is the preparation of choice for the 
restoration of blood volume. The British Encyclo- 
pedia of Medical Practice (Medical Progress, 
1952) states “ There is little doubt that the 


oarrow fraction dextran will revolutionise 





supportive therapy, and may be regarded as 
one of the major advances of the year.” 


TRULY A BLOODLESS REVOLUTION 





Dextraven..... 


Developed by research a/ 


Benger Laboratories 


BENGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRE, ENGLANO 





ANNOUNCEMENTS XXXVII 





in depression 


al nervous stimulant of choice 


* Dexedrine ’ is now 
established as an 
invaluable aid in 

overcoming the depressive 
states that so often 
accompany convalescence, 
the climacteric, chronic 
organic disease, and 

old age. ‘ Dexedrine ’ can 
be relied on to dispel the 
characteristic chronic 
fatigue, restore mental 
alertness, and induce a 
feeling of energy and 
well-being — without 
causing undesirable 
peripheral side-effects. 


Each tablet contains 


a . 5 
Dexedrine’ tablets | «vm sim 


MENLEY & JAMES, LIMITED, Coldharbour Lane, London, S$.£.5 for Smith Kline & French International Co 


cone wer of the trade mark * Dexedrine’ 
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PROTECTIVE 
Bismuth Therapy 


in Peptic Ulcer... 


ADVANTAGES of preparations 
for the symptomatic treatment of 
hyperchlorhydria and peptic ulcer- 
ation must include neutralization 
and non-toxicity. But the protective aspect of therapy is at least as 
important. The protective agent in Roter is Bismuth subnitrate pre- 
pared by an original and exclusive process which greatly enhances the 
classically recognized protective qualities of bismuth salts and provides 
colloidal suspension which covers the gastric mucosa without “ sinking.” 


Roter produces no side-effects, contains no narcotics, and requires but 
minimal dietary restrictions. 

Roter is of particular value in chronic cases refractory to other types of 
therapy and in post-operational relapse. 


The successful results of Roter treatment are achieved by the 
economical dosage of about 2 gm. of Bi subnitrate daily as com- 
pared with an approximate 15 to 20 times this quantity required 
for other methods using the ordinary Bi salts. 


FORMULA (per tablet 
Bismuth subnitrate 350 mg 
Magnes. Carbonate 400 meg 
Sod. Bicarbonate 200 mg 
Rhizoma Calami 25 meg 
Cort. Rhamni Frangulae 25 mg 
PACKINGS — 40’s, 120’s, 640’s; 720’s (P.T. exempt for 
dispensing) 
Note: The cost of Roter treatment is approximately 
7d. per diem as supplied to pharmacists. 
NOT PUBLICLY ADVERTISED 
Literature on request from Sole Distributors 


F.A.LR. LABORATORIES LTD 


I79 HEATH ROAD, TWICKENHAM, MIDDLESEX 
Phone : POPesgrove 2028 
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For smooth gentle 


control of constipation 


. Agarol*, an emulsion of 
| mineral oil and agar-agar with 


phenolphthalein, provides a 
treatment designed to re- 

establish the correct pattern where bowel evacuation is 

deranged. The phenolphthalein 


in 
gentle threshold stimulation 
ensure 





Agarol provides 
the hydrophilic properties 
well formed stool : 
content supplements mucin deficiency 


a moist yet 


the agar-agar 
: the highly emul- 
sified mineral oil mixes readily with the intestinal con- 
tents to form a soft lubricated mass 


The palatability of 
Agarol makes it acceptable to the most fastidious patient. 
INDICATIONS For chronic constipation 
intoxication. For restoring sluggish 


and 
regularity in the elderly. 


intestinal auto- 
bowel activity to normal 

For expectant or nursing mothers 
obviate straining in patients with high blood pressure, tuberculosis 
or heart disease. 


lo 


lo provide lubrication where hamorrhoids or 
other painful anal conditions are present 


Agarol is 


obtainable 
bottles 


from all chemists in 
containing 6 and 14 fluid ounces 
in bottles of BO fluid « 
sing only of purchase 
prescribed either privately or 
The tax fre 


also available yunces for 
dispen . Sree tax when 
m the NWS 
80 fluid ox. bottle is supplied to Paraff. Liq 
the chemist at 19s, Od. net 


31-75 
4gar-agar & 


5", Phenolphthal. 1-32° 
21 Exe pients, ete.. to 100 








NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R.WARNER and @. td Power Road.Londaon UW 4, 
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A new and logical therapy 
for Rheumatic conditions 


Water-soluble esters of salicylic, p-aminobenzoic and 
nicotinic acids, that readily pass the skin barrier 





The local treatment of rheu- 
matic conditions has hitherto 
presented certain difficulties; 
drugs which penetrated the skin 
often caused intense irritation, 
and their use was of doubtful 
value. 

Transvasin, a new preparation 
developed by Hamol, 5$.A., our 
Swiss associates, and now avail- 
able for prescription in this 
country, contains esters of sali- 
cylic, p-aminobenzoic, and nico- 
tinic acids. These esters, being 
both water- and fat- soluble, 
readily pass the skin barrier in 
therapeutic quantities without 
causing irritation, and enable an 
adequate concentration of the 
drugs to be built up where they 
are needed. Transvasin not only 
induces vasodilation of the skin 
with a superficial erythema but 
also brings about a deep hyper- 
aemia of the underlying tissues. 


Salicylic acid tetrahydro- 
furfurvi-ester 
Nicotinic acid ethyl-ester 
Nicotinic acid n-hexyl-ester 
Aminobenzoic acid ethyl-ester 
Water-miscible cream base ad 100 


NWN e& 


TRANSVASIN is not advertised to 
the public. It is available in 1 oz 
tubes at 3/44d plus 7éd P.T., and 
iS obtainable on Form E.C.10, 


LLOYD-HAMOL LTD., 3 ST. JAMES'S SQUARE, LONDON, S.W.}. 
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High bacteriostatic and 
bacteriocidal activity against a wide 
variety of vaginal pathogens 


relieves symptoms 
eliminates discharge 
hastens healing | in non-specilic leucorrne 
following cervical 
cautery following 
vaginal plastics in 
routine postpartum car« 





Triple Sulfa Cream : Sulphathiazole 
FN Acetyisulphanilamide, N'Benzoy/sulphanilamide 
with urea peroxide 


On original prescriptions specify “Triple Sulpha Cream with applicator 


To restore and maintain normal acidity 


Act) 
IN RECURRENT VAGINITIS ra 


Restoration of normal acidity is import- 
ant in preventing recurrence of vaginal 
infection. Recurrence is especially mark- 
ed in trichomoniasis and often a prob- 
lem in moniliasis. Highly buffered Aci-jel 
(pH. 4.0) is unexcelled for restoring 
normal acidity. It is simply applied 
prolonged in action and non-irritating 








LITERATURE ON REQUEST 


OrthoPharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND 
Makers of Gynaet Pharmaceutt 


al 
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A MIXED ANTIBIOTIC PREPARATION WITH 
SPECIAL APPLICATIONS 


*DISTAVONE’ 


brand 
PROCAINE PENICILLIN G 
POTASSIUM PENICILLIN G 
DIHYDROSTREPTOMYCIN SULPHATE 


Not infrequently, 

cases of advanced infection or of mixed infection 
require immediate treatment 

and to await proper bacteriological examination 


may be quite impracticable or inadvisable. 


In such cases, 

and also in prophylaxis in certain operative procedures, it is 
often the practice to administer 

separate injections of penicillin and dihydrostreptomycin. 
Moreover, where the causative organisms, 

because they are deep-seated, cannot be readily identified, a 


mixture of these two antibiotics is often used. 


For convenience in such circumstances, 

* Distavone *, consisting of a balanced mixture of 
penicillin and dihydrostreptomycin 

in a highly purified form, 


has been made available. 


Each single-dose injection-type vial contains 

300,000 units procaine penicillin G, 100,000 

% units potassium penicillin G and 500,000 

Allen & Hanburys Lid 


British Drug Houses Ltd. 
Burroughs Weileome & Co. 


units (equivalent to 0.5 gramme pure base) 
dihydrostreptomycin sulphate. Boxes of 


Evans Medica. Supplies Ltd 5 vials. 


Pharmaceutical Specialities 
Chey & Sues) S08. *“DISTAVONE’ trademark, is the property of the manufacturers 


Manufactured by 
THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, Speke, Liverpool 
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The Original and 


Standard E.mulsion 


of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion—the result of 
many years of careful research and experi- 
ment. ‘There is a vast amount of evidence 
of the most positive character proving the 
efficacy of Angier’s in sub-acute and chronic 
bronchitis. It not only relieves the cough, 
facilitates expectoration, but it likewise im- 
proves nutrition and effectually overcomes 
the constitutional debility so frequently 
associated with these cases. Bronchial 
patients are nearly always pleased with this 
emulsion, and often comment upon its 


soothing, ‘‘comforting’’ effects. 


Angier’s Emulsion 


THE ANGIER CHEMICAL CO. LTD., LONDON, &.E.1. LABORATORIES: SOUTH RUISLIP, MIDDX 
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UNIFORM 


ORAL SUSPENSION 


eu ny 19 
pee () BRAND 
I 4 481 
BE IL 


NZEBETHAC 


*“NEOLIN’ has the advantage of 

being uniformly absorbed, giving 
adequate and predictable blood- 
penicillin levels. A recent trial 
of benzethacil (Brit. Med. J. 1 (1953) 

805) on 101 children showed 
clinically effective levels in all 


cases after 6 hours. 


Lity 


TRADE MARE 


ELI LILLY 





AND COMPANY LIMITED 


ABSORPTION 


*NEOLIN’ is a flavoured suspension 

of benzethacil (dibenzylethylene- 
diamine dipenicillin-G), containing 
300,000 units per large teaspoonful 
(5 ml.). It is stable at room 
temperature, and is ready for use 
without mixing. 


DOSAGE 

The dose of *‘NEOLIN’ should be 
such as to supply approximately 
three times the unitage of penicillin 
which would be given intramuscularly 
under the same conditions. 


Available in bottles of 2 fi. oz. 


BASINGSTOKE HANTS 
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Circumstantial Evidence? 


Over the last three years there have been eight clinical 
publications on ‘Kemithal’. Seven of them give an opinion as 
to respiratory depressive effects of ‘Kemithal’ as compared 
with thiopentone, and all seven conclude that ‘Kemithal’ i 
better in this respect. None of the investigators report having 
en¢ountered laryngeal spasm with ‘Kemithal’. 

In Britain the standard of anaesthetic technique is high, 
and calamity rarely follows these complications. Nevertheless, 
it is sull worthwhile reducing risks to the minimum by using 
*‘Kemithal’ (Thialbarbitone Sodium). 


Full information and references on request how 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED IC] 














A subsidiary company of Imperial Chemical Industries Limited 
WILMSLOW, MANCHESTER 


Ph.406 
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EACH NERVE 
STRETCHED 





From neurasthenia to 
neuralgia, headache 
to migraine. rheumatism and 


dysmenorrhea; the gamut 


from 


of conditions associated with 
pain falls upon the fertile soil of a neurotic disposition. 


Veganin* has been designed to bring about a prompt 


assault upon a revolt of nerves, and many mystifying 
nervous complaints surrender promptly when its seda- 
tive and analgesic treatment is brought to bear. 


Veganin is an original product of constant high standard, 
guaranteed purity and proved reliability: it has never 
been advertised to the public and is available for pre- 
scription under N.H.S. rules: when so prescribed it is 


illegal to substitute any product for Veganin. 


Veganin ts obtatnadic from ell cremists in tubes of 

10 and 20 tablets; aise available in bulk packages of 

100 and 500 tablets for dispensing eniy, free of 

purchase tax when prescribed either privaicly oF on FORMULA bach table 118 ars con- 
the NHS The tax free packages of 100 and 500 tains Acid Acetylsalicyl. 32-68° 

tablets are vupplied to the chemist at 64. 3d. and 328° E: 
27s. 1d, mat, respectively : 


ww 
Phenacet Codeine 099°, 
ciment ad. 100 








NO WAKNEK PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 


William R.WARNER and @. ~td.Power Road,London Ul 4, 
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For dependable, therapeutic 
plasma concentrations 


of penicillin 
‘PENBENEMID’ 


PENICILLIN WITH *BENEMID’ 














Orel Potassium Pemcitin G Plus Benemid v. intramuscular Proca:ne Pemcsiin 
(AVERAGES OF SIX PATIENTS) 





== level following * Penbenemid ' dosage 
coos level following penicillin intramuscularly 
Each CD equals | * Penbenemid © Tablet 
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‘PENBENEMID'~ 


Penicillin with ‘Benemid'’ 
THE ORAL “REPOSITORY” PENICILLIN 


Descriptive literature gladly supplied on request 


a? * 
» Ea 
_— SHARP & DOHME LTD,, HODDESDON, HERTS, 
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FENOX was introduced in the 
Autumn of 1951: now, after two 
years’ widespread clinical use, 
its superiority over all other nasal 
decongestants is universally 
accepted 

For the symptomatic relief of 
the common cold and other 
catarrhal conditions, Fenox— 
and only Fenox offers all these 
advantages 


Immediate and prolonged vasoconstriction 
No undesirable side-effects . Water-miscible and non-oily 
Same viscosity as mucus 
Non-irritant—adjusted pH and tonicity 
Suitable for both adults and children 


FENOK 


Isotonic Nasal Drops of Phenylephrine and Naphazoline. Supplied in } fl oz. dropper 
bottles. Net price to the Medical Prof ron in Gt. Britain 2 1$d. Retail price 2 6d 


Sample and descriptive literature from the Medical Department 
BOOTS PURE DRUG CO. LTD. NOTTINGHAM ENGLAND 
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is more 


(~z= 
than 


° ~~ o 
skin deep 


Acne is too often lightly dismissed as an inevitable penalty of 
approaching maturity. If neglected, it may cause permanent physical 
disfigurement and, what is equally serious, emotional upset resulting in 
permanent psychological trauma 


The heightened sensitivity of youth often makes the adolescent think 
his acne looks worse than it does and, rather than face the rebuffs 
that he imagines his repellent appearance deserves, 

he seeks refuge in isolation. 


*Eskamel’ not only quickly relieves the physical manifestations of acne, 
but also helps to allay the acne patient’s anxiety about his appearance. 
It presents sulphur and resorcinol — established drugs for the local 
treatment of acne — in a non-greasy, flesh-tinted vehicle that masks the 
lesions and blends almost imperceptibly with the skin. 


*‘ESKAMEL’ for acne 


¢ / 
Resorcinol ¢ _ A and sulphur (8%) in a table, yrease-tree, tlesh-tinted base 


Issued in specially z. tubes 


MENLEY & JAMES, LIMITED, COLOHARBOUR LANE, LONDON 


EMPgQ3 . & ench Int ational Co own t we 


S.E 


5 
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SANA HVVTRLULLUQUS0OOUAAUOOAPTVORLUUL TOA LLL 


Ma SYective Antacid 


of catubltished value 


Immediate neutralization of 
gastric acid, yet unaccom- 
panied by the disadvantages 
arising from carbonate medication, clearly indicates 
the clinical superiority of ‘ Milk of Magnesia ’* as a 
therapeutic antacid. 

Non-systemic in action, ‘ Milk of Magnesia’ may 
confidently be prescribed in a wide variety of 
conditions associated with gastric acid disturbance 
from the mild case of dyspepsia to the acute ulcer 
stage— where intensive alkaline treatment ts essential. 





*Milk of Magnesia’ reacts with the acids of the 
stomach to form a neutral laxative salt which 
promotes gentle but effective elimination. 


“Milk of Magnesia’ 


ANTACID LAXATIVE 
e Yebs “™ / VA YdllpsChomiinl Co-Sale 


1, WARPLE WAY, LONDON, W.3. 


sneuepnanvuentnueinmnnnemnnnanan aon nnn vnetenenpugan nan nennnnnenrne pan on ener ne 
III FHQVNQULLOOOUOOOUUQAUCUOQESOEURUOCUS UTTUUEQESUONOS UO UAUEQELESTOQESOET UU UUUTTSUUUEQINEISAQOSUOUTA ULI ULEUAE NUM 


* * Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 




















ANASTHESIA—Once a 


a reality; to-da i ieme at the service of 


eam; to Clover 
humanity. The British Oxygen Company 1 quietly 
proud of the service it has been priv leged to 
render to the Medical Prot mn. To-day the ana 
thetist, doctor, dentist and midwife have at 
hand the finest range of apparatu and with the 
apparatus the gas« produced throughout the 
Commonwealth by the B.O.C. With the gases there 
is the B.O.¢ Supply ind Maintenance Service 
an unfailing safeguard which gives prompt 
response to every need, in any corner of Great 


Britain or the (¢ ommonwealth 


THE BRITISH OXYGEN CO. 


MEDICAL DIVISION 


Ke Oe 
Burma 4 


OXYGEN J 


aeyoen AND — 


ELUM ane oxverr! 
@,"Etium 


ETHYLENE - 
wy 


NITRO 
r US OXIDE 


oR8on pioxive 
rl 
4 yor Ror ne 


LTD 


Great West Road 
Brentford 
Middx. 


SERVICE AS UNIVERSAL AS THE NEED 
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Treatment of 
FINGER 
INJURIES 
(2) 


PLASTER 


Sprains and reduced dislocations 
of the fingers, and STABLE fractures 
of the phalanges and metacarpals, 
may be treated by the following 
method :— 

The injured finger is strapped to 
an adjacent uninjured finger by two 
strips cut from a 1” wide Elastoplast 
Plaster. The strapping is applied 
transversely around the two fully 





extended fingers so that the inter- 
phalangeal joints are not covered. 

The above method of strapping 
prevents lateral movements of the 
injured joints ; allows the fingers to be 
fully flexed and extended, and 
prevents stiffness of the joints and 
permanent limitation of movement 
often associated with other means of 
immobilization, 


Produced by T. J. Smith & Nephew Lid., Hull 
Outside the British Commonwealth, Elastoplast is known as Tensoplast 
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acute ear infections, few drugs are 
effective owing to their inability to reach the 
site of infection, By selecting an antibac- 
terial substance with a wide spectrum of 


activity and combining it with agents which 


BENGER LABORATORIES LIMITED 


HOLMES CHAPEL 


Thank you, doctor! 


ural gicin tor x. 


PR4De week 


relief of pain in acute otitis media 


— particularly in children 


Benger Laboratories & 


decongest, promote drainage and reduce 
discharge, this difficulty is overcome 
Auralgicin ear drops were designed for thi 
ved porticularly 


purpose they hove or 


effe tive 


CHESHIRE ENGLAND 
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K 
oo 
RESPIRATORY CENTRE PULMONARY EDEMA 


AILURE and 
vane BRONCHOSPASM 





U rit 
Cardopluyflin provides bes | point coverage 
leo@e there : 


in controlling the various complications of heart failure 


Benger Laboratories 


Cardophylin is presented in tablets, suppositories ond 
ampoules for intramuscular and intravenous administration 


Literature is available on request. 


Cardophylin — manufactured by Whiffen & Sons Led., is distributed by 
BENGER LABORATORIES LIMITED + HOLMES CHAPEL + CHESHIRE « ENGLAND 
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levels produced 
Theodrox mpare 


ably with those 





parenteral admin 


aminophy lline 


THEODROX 


= [+ 













































































rams of theophylline per 100 c.c. of blood 


Prior to the introduction of Theodrox the usefulness of oral aminophylline 
has been limited by failure to obtain adequate blood levels because of gastric 
intolerance. With Theodrox this difficulty is overcome and effective oral 
dosage 1s entirely feasible 

Each tablet of Theodrox contains 3 gr. of aminophylline B.P. with 4 gr. of 
dried aluminium hydroxide gel, B.P.C 

In the form of Theodrox, aminophylline can be administered orally to pro- 
duce results comparable with intravenous or intramuscular dosage, yet 
without the inconvenience and danger of parenteral administration 
Theodrox is supplied in containers of 25, 100 and 1,000 tablets 

Theodrox is also available as Theodrox with Phenobarbitone, each tablet 
containing in addition ter. of Phenobarbitone B.P 


REFERENCES 


Administration of An phylline, J. Amer. Med. A 143 

not refer to Theodrox.) 

A New Approach to Increasing Tolerance to Oral Aminophylline 
May, 1953. Abstracted ; Practitioner 171: 328 (Sept. 1953) 

Studies with Two New Theophylline Preparations, Amer. J. med. § 


THEODROX is a trade mark of 


RIKER LABORATORIES LTD. 29 Kirkewhite St., Nottingham 


Detailed literature gladly sent on request 
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| [NSULIN 
ZINC es 
SUSPENSION | 


AB. |. 


aaa 


OE A ME rT it: 
Abb a ALE A eas 


With I.Z.S. the new type of insulin with zinc, 
rapid onset of effect with prolonged action is pro- 
vided 1.Z.S. enables satisfactory control of the 
blood-sugar level to be achieved in about 90°. of 
diabetics Ay one injection daily 

For the few patients who may require either 
longer or more rapidly acting mixtures there are also 
available the quick acting Insulin Zinc Suspension 
(Amorphous) A.B. and the longer acting Insulin 


Zinc Suspension (Crystalline) A.B. 


1.7.8. INSULIN ZINC SUSPENSION A.B 
40 or 80 units per cx Vial of 10 c.c Duration of action—24 hours 


INSULIN: ZINC SUSPENSION (Amorphous) A.B 
410 units per cc Vial of 10 cc Duration of action—about 12 hours 


INSULIN ZINC SUSPENSION (Crvstalline) A.B 
+0) Hs Ner C.K Vial of 10 cx Duration of action—up to 3 hours 


The New A.B. Imsulins 





Joint 


ALLEN & HANBURYS LTD .. THE BRITISH DRUG HOUSES LTD 
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For centuries, the many lighthouses around our shores have warned of 
treacherous rocks and shoals and guided shipping into the right channels 
Without these safeguarding sentries of the seas many valuable lives and 
craft would be lost each year in the dangerous waters which surround 
our island home. 


Babies, like frail craft, need protection if they are to be safely steered 


through the sometimes dangerous waters of infancy into the safe haven 


of adult health and happiness. 

Cow & Gate, like a lighthouse, is well and truly founded on a rock of 
scientific research and experience now extending over half a century. 
It still stands alone as the most reliable and safe substitute if natural 


feeding fails. 


COW & GATE MILK FOODS 


ee GUILDFORD, SURREY. 
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CROOKES BROMOFORM CO 


Bromof. B.P.C. 0°65), Coden. Mydrochior. B.P.C. 025% 
Krameria, 6. . Prunus Serotina, 6.P.. Senegs, 6.P.. as 
liquid extracts, of each, |: 14% 


DOSE 
ADULT One taaspoontul, with or without water, every two 
to four hours, or as directed by the physician. 
CHILOREN . 19 -1S years: 15 to 30 minis (1-2 ml.) 
Under 10 years § to 15 minis (03-1 mi) 





t | Cowan on Grn gro ews 19 enrned the siered ene | 
THE CROOKES LABORATORIES LIMITED 





PAR ROYAL 


The combined sedative action of Bromoform and 
Codeine, together with extracts of Senega, Krameria 
and Wild Cherry, give relief both to congestion 
and rawness in the chest. Control and limitation 
is the purpose of this” preparation which is 
pleasant to take and suitable for patients of all ages. 


CROOKES BROMOFORM CO 


Specimen and literature on request 


Ts @ CROOKES LABORATORIES LIMITED PARK ROYAL LONDON 
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+6 FP \ OCTOR, THAT'S JUST A WONDERFUL DIET 

cies given me, but where on earth 
can I get the protein foods from ?...” 
This is, indeed, the root cause of patients 
failing to keep to a high-protein diet. It is 
a needless failure, for a high-protein intake 
can always be maintained by adding 
Sanatogen high protein toni to the 
patient’s diet. Sanatogen is 95°, milk 
protein combined with 5°,, sodium glycero- 
phosphate, has a specific nutrient and tonic 
effect and a high rate of utilisation. The 
protein in Sanatogen contains a higher 
percentage of amino-acids than any other 
preparation and supplies all essential amino- 
acids together, thus permitting tissue 
regeneration in accordance with the all-or- 


How often 
are these 
words heard 


in your 


surgery ? 


none dietetic law. Usually taken 3 times a 
day as a mixed drink in a little water or 
milk, Sanatogen can also be taken sprinkled 
on food or mixed in cooked dishes. Have 
you considered the use of Sanatogen for 


your high-protein diet 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word Sanatogen i a regd. trade mark 
of Genatosan Lid Loughborough, Leics 
ni pary 
port) Lid., North West Hous 
Road, London, N.WJd 
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WTOGLBACLAYT 


for continuous, 


maintained gastric 


anacidity 


It has long been recognized that the most 
rapid relief of the pain and discomfort ot 
peptic ulcer and most rapid healing of 
the lesion are achieved when acontinuous 
tate of gastric anacidity is maintained 
Heretofore, this could only be attained 
vith hospitalization and discomfort to 
the patient. Now, NULACIN offers all the 
idvantages of continuous intragastric 
milk-alkali drip therapy without these eesrm 
ittendant inconveniences, and achieves ““Y 
its end simply and effectively 
A NULACIN tablet placed between the 
cheek and the gum dissolves slowly and 
releases its contained medicaments at a 
rate that gives continuous neutralization i 
of the acid gastric juice, and accomplishes 
this with considerably less antacid than _ 
is required by any other method em- , 
ploying oral administration 


om 





INDICATIONS. NuLacin tablets are indica 
' ‘ j fl . Superimposed grue 
ted whenever acid neutralization of the gastric test-meal curves of five « 
j 


ontents is required: in active and quiescent duodenal ulcer 


peptic ulcer, gastritis, gastric hyperacidity. auras 


DOSAGE: Beginning half-an-hour after food a NULACIN tablet ou 

should be placed in the mouth between the cheek and the gum ens 

and allowed to dissolve — 
During the stage of ulcer activity, up to three tablets an hour 

may be required. During quiescent periods, for prophylaxis in 

peptic ulcer and for the relief of discomfort due to gastric hyper- 

acidity, the dose of NULACIN is one or two tablets between meals o 
NULACIN tablets are not advertised to the public and have no 

B.P. equivalent. May be prescribed on E.C.10. The dispensing 

unit of 25 tablets is free of purchase tax. (Price to pharmacists: 2/-) 

Also available in tubes of 12. —— rms 

Nome Rane 
Same patients asin Fig. 1, two day 
later, showing the striking neutra 


ing effect of sucking Nulacin table 
(3 an hour). Note the return of acid 
uty when Nulacin ts discontinued 
REFERENCES 
HORLICKS LIMITED Pharmaceutical Division ry Medical Journal, 180-182 
. . 26th July, 1952 
SLOUGH, BUCKS. Medical Press, 195-199, 27th Fet 
ruary, 1952 

















ANNOUNCEMENTS 














seem | 
. ae 


—— 
PENICILLIN 


INHALATION 
SET 


FOR NASAL AND 
ORAL INHALATION 


EACH SET CONTAINS 
One inhalator and two vial 
100,000 units crystalline 


s each containing three capsules 
peniallin potassium salt 


THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 
LINDSEY STREET, LONDON, €E.C.! 


Telephone: CLERKENWELL 90/1! 


Telegrams: “ ARMOSATA-PHONE "" LONDON 
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- Nasal spray 


ith beers ve 


This powerful but non-irritant 
decongestant is now available 
as a spray to provide sympto- 
matic relief whenever nasal 
congestion occurs. The new 
spray can easily be carried in 
the pocket or handbag, and 
has been precision engineered 
with a micro-jet tip to 

give an adequate dose of 
“‘Neophryn’ in a fine even spray 


Basic N.H.S. cost—2/4d. 


ati// | 
: wll) 


/ 
Lily 


NEOPHRY 


Manufactured in England by 
PRODUCTS LTD., Africa House, Kingsway, London, W.C.2 


Associated export company : WINTHROP PRODUCTS LIMITED, LONDON 


Trade Mark 
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Butazolidin 


»1, 2-dipheny!-t-n-buty l-pyrazolidine) 





now available in 


HALF-STRENGTH TABLETS 


(100 mg.) 


Following many requests from 
doctors who have found that 
smaller doses of Butazolidin 
provide an adequate clinical 
response, a new half-strength 


tablet has been introduced, 
containing 100 mg. The 
original 200 mg. Butazolidin 
tablets are still available to 
the profession. 
Butazolidin is a_ valuable 
therapeutic agent in:— 
Rheumatoid 
Arthritis 
Muscular 
Rheumatism 
Neuritis and 
Neuralgias 
Fibrositis 
Bursitis 
Gout 
Osteoarthritis 
Ankylosing 
Spondylitix 
Osteoporosis 
of the Spine 


Preseribable on NALS. Form b.C.10 


Tablets : 100 mg. in containers of 
50, 250 and 1.000 
200 mg. in containers of 
20, 50. 100 and 500 
Ampoules : 1,000 mg. in 5 ec. Boxes 


of 5, 25, 50 and loo 


Literature on request 


PHARMACEUTICAL LABORATORIES GEIGY LID 
Rhodes ° Middleton s MANCHESTER 
PH SOs 
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In Winter... 


f 





On 


2 


The doctor who prescribes ‘ Sulfex’ does much towards 
reducing absenteeism caused by the common cold. He provides not 
only relief from nasal congestion, but also prophylaxis against 
secondary invading organisms believed to be responsible for the 
severe late manifestations of the common cold. ‘ Sulfex’, 
administered intranasally at the first sign of a cold, 
is a valuable ally for promoting recovery. 


6 SULFEX 9 — Vasoconstriction in minutes 


Issued in 1-oz. and 8-oz. bottles ... bacteriostasis for hours 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


SXP93 for Smith Kline & French International Co., owner of the trade mark Sulfex’ 
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A POTENT STARCH-DIGESTING ENZYME 


TAKA-DIASTASE, a potent starch-digesting enzyme, is capable of liquefying 
300 times its own weight of cooked starch in conditions found in the normal 
stomach. As a digestive agent, both in itself or related to insoluble carbonates 
and aromatics for correcting hyperacidity, it is unsurpassed for the treatment of 


gastric discomfort. 


Vale DTA SANS 


Starch-digesting enzyme 


7 
i t*% 
© 
o 


Pee? Telephone: Hounslow 236! 


TAKA ~-DIASTASE SEDATIVE 
ELIXIR (No. 198). A combina 
tion of Taka-Diastase, bismuth and 
nux vomica for dyspepsia accom 
panied by nausea or pain 

In bottles of 4, 16 and 80 fluid 
Ounces 

TAKAZYMA. Taka-Diastase, with 
sub-<arbonates. Gives 3-fold re- 
lief—for (1) hyperacidity, (2) 
undigested starch, (3) irritation of 
gasuik mucosa 

Powder in jars of 2 ozs., tins of | lb 
Lozenges in bottles of 30 or 100 


ri: 
: Ir )° Parke, Davis & COMPANY, LIMITED, Inc. U.S.A., HOUNSLOW, MIDDLESEX 
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AGAINST 
MALNUTRITION 


anf. > 


‘VIMALTOL’, a _ delicious, nourishing 
vitamin preparation, has achieved wide 
popularity as a supplementary food item 
against malnutrition in infants, children 
and adults. It can be used with advantage 
whenever nutritional levels are unsatis- 
factory. It can also be usefully employed 
when vitamin intake is insufficient, for 
example, due to distaste for natural 
vitamin-bearing fruits and other foods. 

‘Vimaltol’ is a quality product from 
the ‘Ovaltine’ Research Laboratories. Its 
balanced formula, which includes special 
malt extract, high vitamin potency yeast, 
halibut liver oil and iron, has been de- 
veloped in the light of recent findings of 
dietetic science. ‘Vimaltol’ actively assist: 
in growth and development and helps to 
raise resistance against the onset of in- 
fection. 

For these reasons, it is widely prescribed 
for the young because of their higher 
metabolic requirement It is highly 
palatable, readily assimilable and quickly 


ru MALTOL 


For Infants, Children and Adults 


Rach ounce contains: 1420 t.u. of Vita Climcal samples on physicians’ 
mn A, 710 tu. of Vitamin D, 0.95 mg request to the Medical Department 
of Vitamin B,, 0.2 mg. of Vitamun B 
* ) WAND N ) 
(Riboflavin), 2.3 mg. of Niacin (PJ , \ ANDER LIMITEL 
Vitamin) and 4.3 mg. of lron in a readily 
asstmilable form Grosvenor Square, London W.1 


42 Upper Grosvenor Street 














A Product of the ‘Or altine’ Research Laboratories. 
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Towards meeting 
the demands of growth 


THE HIGHER METABOLIC NEEDS of the young which accompany natural growth 
and development and which are further increased by heavy daily expenditure 
of energy, tend to diminish reserves of physical and nervous vitality 

* Ovaltine * provides a useful supplement to help to satisfy the extra needs for 
proximate and accessory food principles. The malt, milk, cocoa, soya and 
eggs which * Ovaltine * contains are blended to form a highly nutritious food 
beverage—deliciously flavoured and easily assimilated 

It is of value in helping to maintain normal weight increase and is of un 
doubted help to those recovering from the debilitating effects of the common 
fevers of childhood 

For growing children * Ovaltine* is a dietary reinforcement which can be 


routinely recommended with confidence 


Vitamin Standardization 
per Vitamin B,, 0.4 me 
Vitamin D, 350 iu; Niacin, 2 me 








A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W 


Manufactory, Farms and ‘Ovaltine’ Research Laboratori« King’s Langley, Hert 
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LXVIII 


For suppression 
of severe cough... 





‘Physeptone’ depresses the cough reflex in a manner comparable with that of 
diamorphine. It may therefore be prescribed with advantage for those cases cf 
persistent cough which would normally be given diamorphine. 

For this purpose, ‘Physeptone’ Linctus is issued containing 2 mgm. of 
Methadone (Amidone) Hydrochloride in each fluid drachm. The average adult 
dose is one teaspoonful (2 mgm.) every three or four hours, and this will 
control nearly every cough. 

For children ‘ Physeptone’ Linctus should be diluted with simple syrup in the 
proportion of one part linctus and seven parts syrup. One to two teaspoonfuls 
(0°25-0°5 mgm.) of this diluted linctus to be given according to the age of 


*‘PHYSEPTONE’ LINCTUS 


beat BURROUGHS WELLCOME & CO. (Tie Wellcome Foundation Lid.) LONDON 
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anew way 


In the treatment of 
HYPERACIDITY 
ULCER, this 


GASTRIC and the 


contro! of PEPTIC 


new product acts as an antacid buffer giving 


prompt action and prolonged effect 


within a definite and safe pH range 


Fach tablet contains 


Aluminium glycinate 


(Dihydroxy aluminium aminoaccetate) 
0-9 Gramme 


Magnesium carbonate 0-1 Gramme 


PRODEXIN 





ant acid 
tad 1 


tablets 


ALUMINIUM GLYCINATE 


Gives prompt relief of pain. 

Has a prolonged and stable antacid 
action. 

Raises and keeps gastric pH in the 
‘safe zone’ of 3-5 to 45 
Facilitates healing of peptic ulcer. 
Is free from such side-effects as 
acid rebound and constipation. 


Pleasant to take ; convenient ; 
economical. 


PRODEXIN §$tablets, each 
protective wrapping, are available 
in f 30, at 5 3d. Retail 
price includes Purchase Tax and is 
subject to Professional discounts 


cartons 


Manufactured in the Laboratories of 


C. L. BENCARD LTD 


PARK ROYAL - LONDON - N W.10 

















Fi, IR everv Roche preparation which is made 


available to the medical profession, there are 
many hundreds which have been tested and 
eliminated in our laboratories. Doctors can be 
certain that, when they prescribe Roche pre- 
parations, they are specitying the products ot 
original Roche research. Our Medical Intor 
mation Dx partment maintains a comprehensive 
abstracting service for the benefit of the medical 
profession, Literature on all Roche preparations 
will be sent on request, 


crarEn5 
[anon r 
b. 


SS ROCHE PRODUCTS LIMITED, Welwin Garden City 





THE PRACTITIONER 


No. 1026 DECEMBER 1953 Volume 171 








THE MONTH 


Tue mere titles of the articles in our symposium this month are sufficient 
to conjure up visions of that depressing side of winter which is so familiar to 
the man in practice and so different from the traditional 

The winter scene beloved by the designer of Christmas cards. 
Symposium ‘Chilbains’, ‘Winter aches and pains’, and ‘Frost, falls and 
fractures’ are the price the inhabitants of these Islands have 

to pay for living in ‘this scepter’d isle’. The problems they raise are old, yet 
ever-new. ‘Excellent herbs had our fathers of old Excellent herbs to ease 
their pain’, sang Kipling, but, as Dr. Robertson points out, the elucidation 
of the cause of these pains can present many a ticklish problem. Chilblains 
may well be preventable but, as Dr. Williams indicates, the female of the 
species would rather follow the exigencies of nylonic fashion and have her 
chilblains than wrap her legs up in woollen stockings and so free herself 
from the perniotic irritation. Orthopaedics has now attained such a high 


level of efficiency that there are few general practitioners who have the 


opportunity of treating fractures, but it is all the more incumbent that they 
should be aware of how to deal with the patient before he reaches the 


orthopedic surgeon and that they should be aware of the general principles 


underlying modern treatment. It is these aspects of the subject that are 
dealt with by Mr. Law. 

The first three articles cover the vast majority of the difficult respiratory 
problems which the practitioner is likely to encounter. ‘The vagaries of in 
fluenza are such that no one can ever be certain as to what the winter is to 
bring forth; hence the value of Professor Stuart-Harris’ authoritative review 
of the subject. The two extremes of life are the periods when respiratory 
infections can so often, and unexpectedly, develop into life-and-death 
struggles. In their articles, Professor Tunbridge and Dr. Norman emphasize 
the warning symptoms and signs which put the practitioner on his guard, 
and also outline the treatment which is most likely to be beneficial 


whether in the home or in hospital. 


As a supplement to our January issue this year we published the report of 
the Steering Committee of the College of General Practitioners. It is only 
fitting therefore that in this, our last issue for the year, we 

College of should now publish the first annual report of the College 
General If ever there were any doubt as to whether the need 
Practitioners existed for such a College, this report removes it once and 
for all. Within less than a year some 2,500 practitioners 


have become foundation members or associates. The achievements of the 
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young College within such a short space of time are no less impressive. A 
report on “The teaching of general practice by general practitioners’ has 
already been published, and a most successful series of lectures on general 
practice for undergraduates and young graduates has been organized. Much 
useful work has been done in stimulating fresh interest in postgraduate 
education for general practitioners. In the field of research, progress has 
been particularly noteworthy, and the College has already completed plans 
for an investigation into the value of the sulphonamides and the antibiotics 
in the prevention of the complications of measles, whilst an ambitious 
scheme for a nation-wide survey of morbidity in general practice is under 
preparation 

‘That this impressive record is not merely the work of a few enthusiasts 
was amply demonstrated by the large and enthusiastic attendance at the 
first annual general meeting of the College last month, which was attended 
by over 400 members from all over the United Kingdom and Eire. ‘The 
College of General Practitioners has undoubtedly come to stay. It has a 
definite part to play in the balanced development of the medical services 
of the country. ‘The first major problem which it will need to tackle is that 
of determining how quality of work can be recognized in general practice. 
\ll its other activities, important and essential as they undoubtedly are, are 
subsidiary to this fundamental problem of the National Health Service. 
Indeed, the more success the College achieves in improving undergraduate 
and postgraduate education, and encouraging research in general practice, 
the more pressing will become this problem of ensuring that the right man 
is given his due award for his work. We have little doubt that the College, 
under the inspiring leadership of its first President, Dr. William Pickles, 
will find the answer and thereby ensure the maintenance of that high 
standard in general practice which is so essential for the welfare of the 


nation. 


“THere can be little doubt that these records potentially constitute one of 
the most valuable sources of information on morbidity’. This reference to 
the records of general practitioners is not a quotation from the 

G.P.’s annual report of the British Medical Association, nor yet an 
Records expression of opinion by the College of General Practitioners. 
It comes from No. 7 in the series of ‘Studies on Medical and 

Population Subjects’ published by the General Register Office (‘General 
Practitioners’ Records’, by W. P. D. Logan, M.D., Pu.D., chief medical 
statistician, General Register Office. H.M. Stationery Office, price 8s. 6d.). 
This report is based upon an analysis of the records of eight representative 
general practitioners during the year April 1951 to March 1952. ‘The primary 
objective of the inquiry was to determine to what extent general prac- 
titioners’ clinical records could be used as a source of general morbidity 


statistics, and to study the problems associated with this use of these records. 
No uniform method of record keeping was imposed on the participating 
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practitioners; four different methods were used, and full details are given 
of each. One of Dr. Logan’s conclusions has already been quoted. Another, 
equally important, is that ‘it has been shown that a small group of prac- 
titioners have been able, without exceptional difficulty and without being 
specially selected for the purpose, to keep records of all their work during a 
period of twelve months . . . It has also been shown that these records have 
been suitable for statistical analysis’. 

In spite of its price, this is a report which should be caretully studied by 
every general practitioner. It is not only the first official recognition of the 
value of general practitioners’ records; it is a most useful guide to how, 
without much additional trouble, such records can be kept so as to be suit 
able for statistical analysis. It may well be, as Sir John Charles, the chief 
medical officer of the Ministry of Health, points out in a foreword, that ‘the 
College of General Practitioners, with its expressed interest in research, will 
be able to enlarge the sphere of operations and so help to add fresh chapters 
to these careful chronicles’. We have little doubt that this is a challenge that 
the College will not ignore but, what is much more important, is that every 
man and woman in practice should deliberately set out to keep their records 
so that they can be used in this way. A little extra effort will be required, but 
such a concerted effort will go far towards restoring a sense of balance to the 


present unbalanced state of the medical profession 


(ALTHOUGH it is over four hundred years since Paracelsus reported cancer 
of the lung as occurring among miners in Schneeberg, it is only during the 
last two decades that the condition has attained a disturbingly 

Cancer high level in the mortality statistics of malignant disease. In the 
of the absence of any definite etiological lead, it is inevitable that resort 
Lung = should be had to the statistical approach, and an attempt be made to 
eliminate, or prove the importance of, factors such as occupation, 


atmospheric pollution and tobacco, which have been suggested as 


causes, or at least causal factors. This is pre-eminently a field for close 
international collaboration. In 1952, the Council of the International 
Organizations of Medical Sciences (C.I.0.M.S.), an offspring ot WHO and 
UNESCO, convened a symposium on the endemiology of cancer of the 
lung. The proceedings of this symposium have now been published under 
the editorship of Dr. J. Clemmesen, of the Danish Cancer Registry, who 
acted as scientific secretary of the symposium (‘Cancer of the Lung (Endemi- 
ology)’). ‘They present one of the most balanced pictures of the incidence of 
cancer of the lung which has yet been published, and should be carefully 
studied by all who are interested in this problem. Incidence, geographical 
distribution, and etiological factors are all discussed. It is considered that a 
significant part of the increase in cancer of the lung is ‘absolute and re- 
presents a real increase in the number of people suffering from primary 
cancer of the lung’. ‘The view is also expressed that ‘there is now evidence of 
an association between cigarette smoking and cancer of the lung, and that 
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this association is in general proportional to the total consumption’. On the 
other hand, ‘it would be impossible to accept tobacco smoking as the only 
cause of cancer of the lung’ and ‘further research on this subject is impera- 
tive’. Equally important are the recommendations which are made for 
further study of the problem. These include the extent of the increase of 
the incidence of the condition, the association between smoking, atmospheric 
pollution, occupational hazards, and cancer of the lung, and the variations in 
the susceptibility of individuals exposed to environmental factors causing 
cancer of the lung. ‘This report is an excellent example of the good that can 
come out of intelligent international cooperation. 


‘THE sagacity of the elephant is as proverbial as his memory. In the eyes of 
many of those who enjoy the good things of life, his reputation will be en- 
hanced by the news that he prefers brandy for his indigestion. 
Jumbo’s At least, such is the evidence of one who should know more 
Brandy about wild animals and their habits than most people in this 
country the superintendent of the Belle Vue Zoological Gar- 
dens, Manchester. In an address to the Manchester branch of the Guild of 
Public Pharmacists, which is summarized in the Chemist and Druggist 
(November 7, 1953, p. 760), he reported that ‘elephants suffering from chills 
and stomach trouble were often given a bottle of brandy with a little water 
and sugar’. ‘he connoisseur will immediately appreciate that it is ‘a bottle’ 
of brandy but ‘a little’ water. Obviously the elephantine section of veterinary 
patients would not appreciate the introduction of a National Veterinary 
Health Service if this were to incorporate as rigid rules as the N.HL.S. on 
what are, and what are not, medicines under the appropriate regulations 
Perhaps Low might be tempted to depict the first Minister of Animal Health 
attempting to pacify a deputation of elephants protesting against being de- 
prived of their traditional medicine for chills and stomachaches. But it ts 
not only in his faith in the medicinal value of brandy that the elephant 
emulates his human masters. Apparentiy, aspirin is his stock-in-trade for 
the relief of rheumatism, a therapeutic trait which he shares with the 
giratfe and the bison. Dosage here is again somewhat massive compared with 
that required by puny man 4 ounces (125 g.) for an elephant, 2 ounces 
(62 g.) for a bison and 1 ounce (31 g.) for a giraffe. 

The penguin, too, has human-like qualities where his medicines are con- 
cerned. He is liable to suffer from enteritis, and for this the standard treat- 
ment is sulphaguanidine-—but ‘concealed’ in a fish. It would be interesting 
to know his reaction to undisguised sulphaguanidine. We assume that fish is 
to the penguin as a teaspoonful of strawberry jam ts to the child. The 
gentleness of the wild animal receiving treatment for a painful condition is 
celebrated in all the best adventure stories of the world. An interesting ex- 


ample is quoted in this address of the hippopotamus suffering from abscesses 


who calmly allowed them to be syringed with hydrogen peroxide solution. 





INFLUENZA 


By C. H. STUART-HARRIS, M.D., F.R.C.P 
Professor of Medicine, University of Sheffield 


FouR years ago, in discussing a modern viewpoint on influenza (Stuart- 
Harris, 1949), I expressed the view that in spite of much unveiling of the 
mystery surrounding this disease, many problems remained unsolved 
Since 1949, the torrent of publications on the subject might seem to have 
contained answers concerning these problems, yet, unfortunately, the 


fundamental position concerning knowledge of the epidemiology, diagnosis 


and treatment has not greatly altered. Most of the 567 publications listed by 
the World Health Organization in the years 1950 to 1952 dealt with various 
aspects of the influenza viruses, their recovery from man, their behaviour in 
the laboratory and their special properties. It is not too much to say that the 
work on these viruses in the laboratory is illuminating the whole field of 
knowledge concerning viruses, and thus is proving of great importance. At 
the same time, one must deplore the comparative neglect of the disease pro- 
cess occasioned by the influenza viruses, in spite of the great opportunities 
for clinical research still afforded by the frequency of the occurrence of the 
infection. 
rHE INFLUENZA VIRUSES 

The antigenic composition of the influenza viruses recovered from all parts 
of the world has continued to receive attention, partly because of the 
epidemiological implication of the subject and partly because of the vital 
importance of the antigens in regard to attempted immunization. The in- 
fluenza A viruses recovered since 1947 have been strikingly different anti- 
genically from those found before that date, and further alteration occurred 
in 1951 and 1953, suggesting that progressive alteration occurs with each 
epidemic. Similarly, the influenza B viruses recovered in 1950 and 1952 
differ antigenically from the strain first recovered in 1940. The reason for 
this progressive alteration of the influenza virus antigen, which is so different 
from the constant antigen of the smallpox and herpes viruses, is believed by 
some to be the rapid serial transmission of influenza through a partially 
immune population. ‘he antibodies already present in the population thus 
condition the virus and cause the latter to develop a new property which 
enables it to overcome human immunity 

Variation of virus properties other than antigenicity has also been em- 
phasized of late. Smith (1952) believes that the virulence of a virus strain, 
which is independent of its antigen, is a real factor of epidemiological im- 
portance. Meanwhile, a possible mechanism for the emergence of virus 
strains with new properties has been brought to light by the studies of 
Burnet and Lind (1951) on the phenomenon of genetic recombination. 
Mixtures of more than one virus strain which are propagated under suitable 


December 1953. Vol. 171 (595) 





596 THE PRACTITIONER 


conditions may undergo a form of hybridization, so that a single virus strain 
with properties from either parent may emerge. Apart from the possible 
laboratory development of new virus forms, the phenomenon may be a 
natural one and may prove to be the mechanism of origin of a new strain 
with properties which enable it to triumph over human defences. 

Perhaps the sudden blast of the Liverpool epidemic in 1951 was due to 
the emergence of a highly virulent virus strain by some sort of mechanism 
such as this. Yet the strange lack of mortality elsewhere in Britain in 1951 
contrasted with the death-rate in Liverpool, where more people died than 
in the 1918 epidemic, and no complete explanation of the phenomenon 
exists. Undue mortality during the epidemic could have been due to unusual 
bacterial complications but no unusual bacteria were found in the sputa of 
patients in Liverpool. Anderson and others (1953) made a detailed study of 
two epidemics in Glasgow, the one due to influenza A in 1951 and the 
second to influenza B in 1952. Both outbreaks caused a considerable mor- 
bidity and both were associated with an increase in pneumonia notifications. 
The total numbers of the latter, and their age distributions, were almost 
identical for the two epidemics. Yet the mortality in the confirmed pneu- 
monia Cases Was 25 per cent. in 1951 and 16 per cent. in 1952. The bacteria 
were the same, but the viruses were different. ‘This is an important report 
from the standpoint also of chemotherapy and a possible future 1918 pan- 
demic. Meanwhile, it is important to realize that the mortality in all recent 
influenza outbreaks, even including that in Liverpool in 1951, has been in- 
creasingly confined to persons over 55 years of age. Also, as recently pointed 
out by Deutschman (1953), the trend in mortality in influenza all over the 
world has been falling steadily, particularly since 1938. ‘The reasons for the 
fall are obscure but the possible effect of chemotherapy in cases of influenzal 
pneumonia is one important factor in bringing about a reduction in mor- 
tality in the younger age-groups. 

A newcomer to the flock is influenza virus C. This has been isolated by 
only a few workers, but seems from serological evidence to have been wide- 
spread in recent years. It has different properties from either influenza 
virus A or B but, to date, it has not been associated with any human outbreak 
of importance. 

EPIDEMIOLOGY 
The spread of influenza has been followed by the World Health Organization 
in three successive influenza A pandemics—1949, 1951, 1953. In 1949, the 
European outbreak seemed to be the result of the rapid geographical spread 
of a single virus strain. In 1951, two types of virus strains attacked Britain. 
That from the Southern hemisphere appeared in Belfast and Liverpool while 
a Scandinavian strain entered the East coast at Newcastle. Both virus strains 
spread throughout the country, affecting the North more than the South. 


In 1953, the geographical incidence was reversed and the Southern half of 
the country was more involved than the North. No statement concerning the 
origin of the 1953 pandemic has yet appeared, but Japan was affected in 1952 
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and the United States Army camps of the Middle West were involved 
shortly afterwards in the middle of December. In the United States, geo- 
graphical spread of outbreaks has been hard to follow of recent years and 
there seems to be some fundamental difference from Europe, perhaps be- 
cause of the latter’s subdivision into national territories. 

A new method of tracing the appearance and disappearance of the in- 
fluenza viruses has now been formulated by Francis, Davenport and 
Hennessey (1953). By examining pooled sera trom hundreds of individuals 
of all ages, these authors have shown clearly that the generation of children 
under ten years of age does not possess antibodies for the influenza A viruses 
prevalent up to but not found since 1943. More interesting perhaps ts their 
finding that only individuals of 29 or more years of age in 1952 possess anti- 
bodies to the influenza virus recovered from pigs in 1931 by Shope. ‘This 
virus has long been suspected of being concerned with the human epidemic 
of 1918, but this new evidence seems strongly to suggest that the virus was 
experienced by individuals alive in the years before 1923. Pandemic influenza 
of the 1918 type may thus be due to a virus familiar to the population but 
which develops a sudden enhancement of virulence. 

None of these recent studies has satisfactorily answered the problem con- 
cerning the origin of human epidemics. ‘There are some experts who consider 
that the normal mode is the resurgence of infection previously latent from a 


sporadic endemic infection and which merely happens to occur syn- 
chronously in widely separated geographical areas. Others believe that the 
epidemic is always from an outside ‘foreign’ virus so that influenza must be 


a continually peripatetic virus. There is nothing incompatible about both 
theories as a simultaneous phenomenon but the study of isolated com- 
munities strongly favours the origin of epidemics in such groups from 


outside their geographical frontiers. 


CLINICAL FEATURES 
In contrast to the changing virus, clinical influenza does not seem to change. 
Reports of clinical cases studied in 1949 (Kilbourne and Loge, 1950) showed 
no fundamental differences from the findings in the larger series of patients 
studied in 1937. A group of cases seen in university students in Shefheld in 
1951, and proven to have influenza A by recovery of virus or by serological 
means, exhibited pyrexia for three days and suffered from headache, malaise, 
muscular pains, shivering and sweating. A cough, mostly dry, was more 
prominent than either sore throat or coryzal symptoms. About 25 per cent. 
of patients had transient rales in the chest, but the majority had slight 
pharyngeal injection and nearly half showed conjunctival suffusion 
Fry (1951) contributed an account of the 1951 epidemic as seen in a 
London suburban practice. The incidence of abnormal chest signs was 17 
per cent., but only four of the 4000 patients in the practice developed pneu- 
monia. ‘l'yrrell (1952) carried out a more elaborate study of the pneumonic 
complications of influenza seen in hospital practice, by comparing the cases of 
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bronchitis and pneumonia admitted during an influenzal epidemic with 
similar illnesses unrelated to influenza which were seen in 1948. ‘There was 
a greater degree of dyspnaa, cyanosis and clinical severity of illness in the 
patients admitted during the influenza epidemic and found to have simul- 
taneous influenza virus and bacterial infections. But the only patients whose 
illnesses were sufficiently distinctive to warrant the term ‘influenzal’ pneu- 
monia were those found to have influenza virus-staphylococcal pneumonia. 
These patients, some of whom died within a few hours of the onset of illness, 
presented a shocked appearance with intense dyspnoea, cyanosis and bloody 
or frothy sputum. 

In recent years the importance of the staphylococcus as a cause of in- 
fluenzal pneumonia has varied from locality to locality. Mulder of Holland 
has seen an increase in its incidence, yet in New York City cases have been 
uncommon. ‘The disease has been sporadic but not at all uncommon in the 
Sheffield hospital region, and 25 of 54 cases collected in 1949 to 1951 died, 
in spite of chemotherapy. The only hope for recovery in this disease ts early 
diagnosis, and as the condition progresses rapidly this is not an easy problem. 
‘The occurrence of a recent pyogenic infection of the skin in a patient with 
influenza or in a family contact should certainly arouse suspicion concerning 
a possible later staphylococcal infection of the respiratory tract. 

Other authors have stressed the significance of chronic bronchitis in patients 
who develop influenzal pneumonia during an outbreak. Certainly, in- 
dividuals with previous chronic lung or heart disease are particularly prone 
to become seriously ill during a superadded attack of influenza, but it has 
been known tor years that the mortality from all causes rises during an 
influenza epidemic 

DIAGNOSIS 
Various attempts have been made to improve the speed of diagnosis ot in- 
fluenza in the laboratory. As is generally known, recovery of the virus from 
garglings often requires four days’ incubation in the developing hens’ eggs. 
Serological diagnosis, which is still the most sensitive method available, 


depends upon a comparison of the antibody content of serum collected eight 


to ten days after infection with that present in the febrile stage of the disease. 
Kalter (1950) has proposed a method of demonstrating virus in human 
garglings by concentrating the virus on red cells and performing specific 
neutralization tests with the agglutinating agent thus obtained. Fazekas de 
St. Groth (1952) titrates the quantity of inhibitor in nasal secretion against 
various virus antigens and has demonstrated a lack of the normal inhibitory 
effect with secretion from patients in the early stages of illness. Neither pro- 
cedure, however, can be relied upon and, although other methods for 
demonstrating the virus are also being attempted, the fundamental problem 
is the relatively low concentation of the virus in human materials. 
Meanwhile, in the absence of an easy and reliable laboratory technique, 
clinical diagnosis remains the only solution. The conditions which give rise 
to the greatest difficulty are the acute respiratory diseases labelled febrile 
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catarrhs which take the form of two chief syndromes. The febrile cold or 
nasopharyngitis comes closest to clinical influenza but differs in its lesser 
constitutional symptoms and signs and greater degree of nasal involvement. 
The febrile sore throat, which is usually incorrectly labelled streptococcal sore 
throat, has similar constitutional symptoms to influenza but causes a greater 
intensity of pharyngitis and less nasal involvement. Both these forms of 
‘febrile catarrh’ are usually less prone to cause a dry cough than is influenza, 
nor do physical signs develop in the chest as often as in the latter complaint. 
The duration of illness and period of time away from work are also greater in 
the case of influenza, and the relatively greater degree of involvement of 
family contacts in the latter disease may also help. A full discussion of the 
more remote diagnostic possibilities including the subject of atypical pneu- 
monia may be found by reference to Stuart-Harris (1953). 


rREATMENT 
There is no substantial change in the position regarding the treatment of 
influenza and its complications. ‘There is no known compound effective in 
experimental animals against the influenza virus, although several substances 
will check the multiplication of virus in the developing chick embryo. ‘The 
most interesting developments are those in which attempts are made to 
interfere with the intermediate metabolism of nucleic acid or of protein 
synthesis. Thus, Tamm and others (1952), by using a benzimidazole com- 
pound which probably aifects nucleic acid metabolism, inhibited the growth 
of influenza virus in the egg. Other substances (Eaton, 1952) are known 
which will also reduce the titre of the virus but none ts effective in mice. 
It seems probable from these exploratory efforts, however, that a rational 
form of chemotherapy against the virus may ultimately be found 
The antibiotics. Meanwhile it is the complications of influenza which 
most concern the practitioner and for these the use of penicillin is still the 
chief recommendation. Penicillin is most effective against pneumococcal in- 
fections which are present in che majority of the pneumonic cases. If a 


staphylococcal infection of the lung is suspected and the patient ts gravely 
ill when first seen, at least 4 million units a day should be given. The 


majority of cases are due to penicillin-sensitive staphylococci initially and if 
penicillin fails it is unlikely that any of the other antibiotics will succeed. A 
staphylococcal infection in a nurse, a doctor or a patient who has been 
attending hospital recently, however, is likely to be due to a penicillin- 
resistant organism. In this event either chloramphenicol or aureomycin should 
be used, the initial dose of 4 grammes a day being reduced to 2 grammes as 
soon as a clinical response is obtained. If there is doubt concerning the 
degree of sensitivity of the organism to penicillin there is no harm in com- 
bining penicillin with aureomycin or chloramphenicol for the first day, until 
an answer ts obtained from the laboratory 

Influenzal bronchitis or bronchiolitis is much less responsive to anti- 
biotics. No careful comparison has vet been made between penicillin on the 
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one hand and a broad-spectrum antibiotic on the other. It is important to 
weigh the cost and danger of toxic symptoms with the broad-spectrum anti- 
biotics against the cheapness and harmlessness of penicillin, and this is the 
main reason for the initial use of the latter. If, however, after two or three 
days of treatment with penicillin, cough and sputum continue, a change 
should be made to aureomycin, oxytetracycline (‘terramycin’) or chloram- 
phenicol. 
IMMUNIZATION 

Attempts to develop an effective vaccine against influenza continue both in 
this country and in the United States. The vaccine introduced by Salk and 
Laurent (1952) appears to afford a better prospect for an effective prophy- 
lactic agent than earlier ones, for two reasons: (1) The vaccine, which con- 
tains mineral oil and a chemical emulsifier (‘arlacel’), 1s a water-in-oil 
emulsion and therefore persists locally and produces a sustained antigenic 
effect. (ii) The antibody response is considerably greater than that obtained 
with a saline vaccine containing similar amounts of virus; furthermore the 
antibody levels remain high for months after inoculation. Salk (1953) also 
claims that the antibody produced has a broader basis than that induced by 
saline vaccine and is not so specific for the antigen contained in the vaccine. 

Field trials in this country have been conducted for the past two years but 


only with a saline vaccine. So far the experiments have been carried out in 


order to discover the best methods for obtaining a firm answer concerning 
the value of the vaccine and also the most desirable virus strains to be used. 
The result of the 1952-53 trial has not yet been reported but it is important 
to stress that the ultimate value of the vaccine will be judged by its effect on 
numbers of clinical cases of influenza and not on serologically proven in- 
fluenza, as in recent American trials. It is to be hoped that experiments will 
be undertaken with the adjuvant type of vaccine proposed by Salk, if only 
to obtain more data concerning the safety of the method. 
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THERE are many differences in the response of very young children to in- 
fection of the upper respiratory tract as compared with older children and 
adults, and some of the reasons seem fairly clear. A review of these helps, to 
some extent, in the understanding of the problems involved in preventing 
and treating upper respiratory infections in the first years of life. 


SOME PREDISPOSING FACTORS 

An obvious anatomical difference lies in the small size of the air passages, 
including the nasal airways, pharynx, larynx and trachea; a corollary of this 
is the ease with which they may be blocked by secretions or by edema of the 
mucous membranes. ‘The Eustachian tube is much shorter and relatively 
wider in the infant, with the result that infected secretions or even food may 
at times pass along its lumen into the middle ear. The mastoid antrum is 
present at birth, although small, and the mastoid air cells begin to develop 
very soon after birth. The frontal sinuses begin to develop at about the age 
of five or seven years, and the sphenoid at four years, but the ethmoid and 
maxillary sinuses are present from birth. 

Most new-born babies are unable to breathe through the mouth, and it is 
not for some weeks that they are able to do so at all easily. Consequently 
obstruction of the nose causes great distress to babies, and of course it 


always prevents their sucking satisfactorily from the breast or bottle. 
Another obvious fact that can easily be forgotten is that babies are unable to 
clear their noses of secretions by blowing. Furthermore, even when children 
are old enough to do so they tend to pinch the nose tightly and then blow; 
this is somewhat dangerous as secretions may be forced into the Eustachian 
tube and middle ear and perhaps into the nasal sinuses, by the rise in intra- 


pharyngeal pressure. 

Congenital abnormalities are rarely responsible for liability to chronic 
upper respiratory infection, but in the rare condition of partial or complete 
atresia of one or both nasal choanz a persistent purulent rhinitis is 
frequent. Congenital deviation of the nasal septum may be responsible for a 
similar result. Mongolism is always associated with liability to upper respiral 
tory infection and rhinitis, probably partly on account of the unusually smal- 
nasal airways and partly because of the inability of the mentally defective to 
learn to keep the nose clear. Fibrocystic disease of the pancreas is often 
accompanied by chronic nasal discharge, and it is occasionally the symptom 
of the disease to which attention is first directed. 
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Poor nutrition and, in particular, vitamin A deficiency, are popularly 
associated with susceptibility to infections. There is no reliable evidence for 
this, and the respiratory infections which are common in rickets and in mal- 
nourished infants in general, are almost certainly the result of repeated 
cross-infection occurring in the overcrowded and ill-ventilated homes from 
which they come. A microcytic hypochromic anemia is common, however, 
in poorly nourished, poorly cared for children, and this seems to predispose 
to infection. ‘The infection increases the degree of anamia and so sets up a 
vicious circle of anemia, infection and failure to thrive. 

An occasional cause of persistent rhinitis in the case of a toddler, is the 
presence of a foreign body in the nares, such as a small piece of rubber 
tubing, or any small object that can easily be tucked away. 

To a large extent resistance to infection is dependent upon the ability 
to build up immunity by the rapid production of specific antibodies. This 
ability is probably inherited from the parents, but modified in each in- 
dividual by other factors. ‘he new-born baby, however, has only a passive 
immunity which is acquired from the mother, to a few of those diseases for 
which the latter has a strong and active immunity. This protection is 
transient and in any case does not appear to be effective against the or- 
ganisms which commonly cause upper respiratory infections, so that the 
new-born child has limited resistance to infection with staphylococci, 
streptococci, pneumococci, amongst many other organisms. These or- 
ganisms, occurring in an adult perhaps as secondary invaders following a 
cold and transmitted to the baby, will cause an antibody response and the 
gradual development of immunity. A heavy infection, however, may produce 
no obvious inflammation in the upper respiratory tract, apart perhaps from 
an otitis media, and will spread immediately to the blood stream and the 
lungs to cause a pyemia or a staphylococcal pneumonia. 

‘The common cold is not often seen in a severe form in young babies. 
Later in infancy colds behave much as in adults, with an incubation period 
of one to two days, and an immunity following each cold which lasts one to 
two months. 

A reasonable immunity to the common invaders of the nose and throat is 
acquired during the first year of life, but the resistance of many children is 
liable to be overwhelmed during the first one or two years of contact with 
a wider circle than their own family. This commonly occurs when the child 
first goes to a school or a nursery, or when an elder brother or sister first 
goes to school and brings back one infection after another, passing them on 
to the younger one. This period of frequent infections generally lasts for 
about a year, but both the severity of the disturbance and the duration of 
the whole period vary greatly with each individual child. Recovery from this 


phase and the development of a relative immunity may or may not mean 


that infections become less common, but the child no longer becomes ill with 
them, and succeeds in throwing them off without a constitutional upset of 
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any degree. It has become evident as a result of family studies that colds 
and other respiratory infections may become endemic in a family, or in a 
building where several families live, and may be transmitted from one person 
to another until the cycle has been completed and the original victim is 
again attacked. In other instances an adult carrier may repeatedly reinfect 
children in the same house. 

These last observations help to account for the relative failure of con- 
valescence in the treatment of small children who suffer from repeated upper 
respiratory infection and who come from poor homes. The period away from 
home may temporarily improve their physical condition, but is probably 
emotionally upsetting for them, and hardly ever results in any lasting 


improvement. 


rHE COMMON COLD 
The infant may be irritable and unwilling to take his feeds for twenty-four to 
forty-eight hours before sneezing, nasal discharge and a slight rise in tem- 
perature show what is wrong. Diarrhea and vomiting, as with so many 
complaints in infancy, may also occur. ‘The pharynx ts slightly inflamed, the 
ear drums are injected and the cervical glands may enlarge (and later in 
infancy become tender). Secondary bacterial infection causes the usual 


purulent yellow nasal discharge. The only important differences between 


infection in early infancy and later are the tendency to vomiting and some- 
times diarrhoea, and the extreme distress caused by the obstruction of the 
nose and the inability to breathe, or to take feeds comfortably. 

Preventive action depends entirely upon the parents’ good sense in keeping 
babies away from people with colds, and out of crowded buses and shops; 
and, when they themselves are developing colds, in remembering to keep 
away from them if possible and to refrain from kissing them; they should of 
course never sneeze or cough near them. 

Treatment is as unsatisfactory in infancy as in later life. A warm moist 
atmosphere helps to make the infant more comfortable and is most con- 
veniently provided by an electric kettle or a kettle on a gas ring. At the same 
time, overheating of the child and the atmosphere should be avoided. The 
nose should be cleaned with a little cotton-wool and one or two drops of 
0.5 per cent. ephedrine hydrochloride in normal saline, instilled before car h 
feed. Aspirin, 1} grains (So mg.), once or twice in the twenty-four hours, 
may relieve the child’s irritability. Purgation should not be allowed, although 
in later infancy a laxative may be given if the child has not had the bowels 


opened normally. 


ACUTE TONSILLITIS 
In the newborn, acute tonsillitis is not common; later a high temperature, 
irritability, refusal to take food, vomiting and abdominal pain are the usual 
symptoms. There is generally no direct indication that the throat is painful 
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and, although they may show that swallowing is difficult, even older children 
do not always complain of a sore throat. On examination, the tonsils show 
the usual appearance of inflammation with pus on the surface or in the 
crypts, the cervical glands enlarge, and almost invariably some degree of 
otitis media occurs. Abdominal pain and fever, especially if there is also some 
vomiting, often suggest a diagnosis of appendicitis in the older infant; some- 
times the pain is colicky and, if preceded by a ioose stool and then con- 
stipation, may suggest intussusception. Severe infections are accompanied 
by a great deal of adema and inflammation of the fauces. In those cases in 
which the temperature remains high the possibility of seme complication 
must be considered. 

Complications..—A quinsy, or peritonsillar abscess, is very rare in infancy; 
it may be recognized by the bulging of the lateral pharyngeal wall. It usually 
responds to treatment with antibiotics and seldom needs opening surgically. 
A retropharyngeal abscess is another rare occurrence, but it is more common 
in infancy than at any later age. Bulging of the posterior pharyngeal wall 
may be seen, but often the signs are missed. Such an abscess may cause 
osteitis of the cervical spine, and a rare and odd complication is recurrent 
dislocation of the upper cervical vertebra causing inability to extend the head 
on the neck. The development of otitis media, with pus in the middle ear, is, 
by far, the most common complication and is the usual reason for a con- 
tinuance of the pyrexia 

A frequent incident in early infancy, which is associated with pharyngitis, 
otitis media or even teething, is a febrile convulsion. The reason for the con- 
nexion and the cause of these fits are not known; there is certainly no need to 
label them as epileptic, although a small proportion of children who present 
with them in infancy do later develop typical epileptic fits. ‘They may recur 


during any febrile episode in the first year or two of life, or a child may never 


have more than a single attack. 

Treatment consists first in keeping the child who is old enough to be up 
and about, in his bed or cot as strictly as possible while the temperature is 
raised. Aspirin, 1} grains (75 mg.), at night, may help to relieve the dis- 
comfort. Ample fluids should be given, and it is wise to stipulate the 
minimum amount, which should be two to three pints (1,200 to 1,700 ml.) 
a day. Ice cream is often taken well by the sick child and helps to ease the 
sore throat 

The value of penicillin and the sulphonamides and the need for their 
administration are questionable; it seems probable that the severity of the 
local inflammation and the duration of the attack are little affected by their 
use. On the other hand, the incidence of complications such as otitis media 
seems to be somewhat reduced. It is reasonable to withhold treatment with 
sulphonamides and antibiotics when the child is under close observation, 
but in all other cases it is wiser to prescribe them. The sulphonamides of 
choice are sulphadimidine or sulphadiazine in amounts of 14 grains (0.1 g.) 
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per pound of body weight (0.22 g. per kg.) per day, starting with a double 


dose and administered six-hourly. ‘Gantrisin’ (sulphafurazole) is a sulphon- 


amide with an even wider range of use and greater solubility which may be 
given in half the above dosage, but it has the disadvantage of being more 
expensive. Sulphonamides may be given as tablets, crushed in a little milk 
and followed by jam; the suspensions may be easier to administer but the 
sulphonamide is always liable to precipitate out so that there is always the 
risk of under-dosage followed by the giving of excessive amounts when the 
bottle is almost empty. ‘The long-acting sulphonamide, sulphamerazine, 
should never be given to children. It has no particular merit and, although 
perhaps safe when administered strictly in accordance with the manu- 
facturer’s instructions, anuria has been such a common and disastrous 
sequel to its use in childhood that it should not be prescribed. 

‘Treatment with antibiotics should not be given for a day or two and then 
stopped or altered; once a course is started it should be continued for a 
minimum of five days. 


DIPHTHERIA 
The rarity of diphtheria in this country at present should never allow it to 
be forgotten. The presence of anything suggestive of a tonsillar membrane 
or the combination of tonsillar inflammation, an unusually toxic state and 
marked cervical adenitis should arouse suspicion. Swabs should always be 
taken if there is the slightest reason to suspect diphtheria 


OTITIS MEDIA 
The middle ear is often infected in infancy, either in conjunction with an 
obvious upper respiratory infection, and with no obvious infection elsewhere, 
or in a baby already seriously ill with some other disease. In early infancy 
there is generally nothing to call attention to otitis media, but later, rubbing 
and pulling at the ears may indicate that they are uncomfortable. Irritability, 
difficulty with feeds, vomiting and perhaps diarrhara, sometimes with a 
slight rise in temperature, are the usual symptoms, and occasionally a fit is 
the first sign. The posterior auricular and upper cervical glands may be 
enlarged, but glandular enlargement is variable and of no help in diagnosis. 
Otitis media will often be missed if inspection of the ear drums is not 
made part of every examination of a sick baby, and the first realization of it 
will be a discharging ear. It is essential to have good instruments in order to 
see a baby’s ear drum: a good auriscope with a battery which is changed as 
soon as it is losing any strength at all, with a small, but not the smallest, 
speculum, and a Jobson Horne metal probe for removing wax. With these, 
and sufficient practice, it is reasonably easy to see any child’s drum. ‘The 
early stage of inflammation is shown by a rim of red, dilated capillaries round 
the drum; later the drum becomes a dull red and the light reflex disappears 
Sometimes the inflammation is obscured by white, peeling epithelium; at 
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other times the drum is dull, with a vesiculated appearance. Bulging of the 
drum occurs when pus is present under tension. 

Perforation of the drum is first indicated by a bubble of pus, then the 
whole meatus is filled and obscured by a profuse whitish discharge of 
muco-pus which ts sticky and stringy and which excoriates the skin. 

Treatment._-Myringotomy is necessary only for the bulging drum in 
which the pressure of pus is likely to cause it to burst. In all other cases 
penicillin is the drug of choice: crystalline penicillin given by intramuscular 
injection twice daily in doses of 100,000 units or more according to age. A 
single daily dose may be quite effective, but in that case it may be better to 
use one of the long-acting products and give 300,000 units daily. It is likely 
that when its price permits, ‘penidural’ penicillin will supplant other forms 
in most childhood infections. It is given by mouth in doses of 5 ml. (one 
teaspoonful) six-hourly, following a single injection of 50,000 units of 


crystalline penicillin. ‘Treatment should continue for at least three, and 


probably five, days. Aspirin (1} grains [75 mg.]) and chloral hydrate (3 
grains [0.2 g.]) may be given at night. In those cases in which perforation 
has already occurred, and in which there is free drainage, the most effective 
treatment is dry swabbing carried out efficiently at least twice a day. This is 
not easy to do and, unfortunately, there are few mothers or even nurses who 
can be trusted to clean the meatus thoroughly. Ear drops are of little value, 
but spirit drops may be instilled after swabbing, if it is felt that drops must 
be given. ‘lhe antibiotics seem less effective in otorrhaea than in most con- 
ditions and, when they are given, the course should be prolonged until the 
ear has been dry for some days. 

In the treatment of chronic aural discharge it should be remembered that a 
low-grade mastoid infection may be present, or that the infection may be 
due to organisms insensitive to the antibiotics used. An occasional cause of 


a persistent discharge is a tuberculous infection of the middle ear. 


ACUTE EPIGLOTTITIS 
This condition has been known in North America for some time but seems 
to be new to this country, and has only recently been reported as a cause of 
unexpected death in a number of infants. It is thought to be due to infection 
with //. influenza type B, and occurs in children between the ages of nine 
months and five years, chiefly in the colder months of the year. 

There is an acute onset, with fever, sore throat, difficulty in swallowing 
and restlessness. Nasopharyngitis is either absent or slight. Respiratory 
obstruction soon develops, with expiratory stridor, grey-white cyanosis, rib 
recession, and the characteristic sign of a swollen inflamed epiglottis. 
Laryngeal obstruction is followed by sudden, unexpected collapse and a 
rapid death. The swollen epiglottis, which microscopically shows intense 
inflammatory reaction, is the only finding of any note on post-mortem 


examination. 
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Treatment, in the cases so far reported, has been ineffective. 


ACUTE LARYNGO-TRACHEO-BRONCHITIS 
This clumsy title covers a disorder which particularly affects young infants 
and which is generally severe and often fatal. ‘The causal organism is un- 
known and it is thought probable that a virus ts responsible. It may occur 
at any season of the year but it is more common in winter than in summer, 

The infant may have had a slight cold or some signs of upper respiratory 
infection for a few hours, after which a stridor develops, the temperature 
rises and the child becomes obviously ill. Respiratory distress increases, with 
sucking in of the sternum and intercostal recession. The child becomes very 
frightened, restless and distressed. Examination shows inflammation and 
cedema of the larynx. ‘The air entry in the chest ts very poor. The presence 
of other signs is variable and depends upon the extent to which the bronchi 
and the lungs themselves are involved. 

Treatment... Acute laryngo-tracheo-bronchitis should be regarded as a 
medical emergency. ‘Transfer to hospital 1s indicated, because of the speed 
with which the infant’s condition may deteriorate. Nursing care 1s all im- 
portant, and the child should be kept propped up tn the position best suited 
to allow respiration to be most easy; a humid atmosphere helps as much as 
any other form of treatment, and in the home a small room such as the 
bathroom is a suitable place to nurse the baby, with an electric kettle or 
some other source of steam kept constantly going. Oxygen may be required, 
but it is difficult to administer in combination with steam. This difficulty 
is effectively overcome by the use of a high pressure atomizer, by which 
oxygen drives a cold vapour into the oxygen tent 

Sedation may be advisable, with chloral hvdrate, 3 to s grains (0.2 to 
0.35 g.), every few hours for an infant of between 15 and 30 lb. (7 to 14 kg.) 
weight; paraldehyde, 60 minims (4 ml.) intramuscularly, may be used 
instead. 

Tracheotomy may be necessary and in the right circumstances may be 
life saving, but the decision as to when it should be performed is extremely 
difficult. It is indicated, however, if there ts considerable respiratory distress 
which is not responding to medical treatment, and it is urgently necessary 
if there is any indication of cyanosis. It carries with it a considerable risk 
and should not be performed if the respiratory symptoms are mainly due to 
bronchial involvement and pneumonia. Preparations for tracheotomy should 
be made in every case in which there is rib recession, and it is probably 


better to err on the side of too early intervention. In all cases it should be 


performed only after direct laryngoscopy and as a planned operation. It 
should never be a hasty attempt to provide an airway in a child in whom 


cardiac failure is already developing as a result of prolonged partial asphyxia 
Treatment by antibiotics is unsatisfactory, but there is a general im- 
pression that chloramphenicol (200 mg., six-hourly) is of most value. 





RESPIRATORY INFECTIONS IN OLD AGE 


By R. E. TUNBRIDGE, O.B,E., M.D., F.R.C.P. 
Professor of Medicine, University of Leeds. 


INFECTIONS of the respiratory tract are the most common cause of illness in 
all age-groups. They account for 30 to 50 per.cent. of all acute cases of ill- 
ness, according to whether one confines the term to primary or to primary 
and secondary infections. Sickness in the elderly is not necessarily more 
severe or more chronic than in younger age-groups, but respiratory in- 
fections are potentially more serious in the elderly and often set in train 
metabolic changes which may ultimately lead to death. Hippocrates was 
aware of their importance and listed among the diseases to which old people 
were particularly prone, dyspnoea, catarrh accompanied by cough, de- 
fluxions of the nose. 
CLASSIFICATION 

The term ‘respiratory infection’ includes many clinical entities: naso- 
pharyngeal catarrh, sinusitis, tonsillitis, pharyngitis, tracheitis, tracheo- 
bronchitis, acute and also chronic bronchitis, bronchiectasis, pneumonia 
lobar, broncho-, and hypostatic-— asthma, lung abscess, pulmonary tubercu- 
losis. ‘The divisions between many of these conditions are anatomical and 
not in accordance with clinical and pathological experience. A history of an 
acute respiratory infection such as the common cold has been reported as 
occurring in 70 per cent. of patients immediately before the development of 
lobar pneumonia. Serial radiographic studies of patients suffering from 
acute respiratory infections have shown a high percentage with radiological 
changes in the lung fields although clinically there was no evidence of any 
spread of infection to the lungs. Differentiation between acute and chronic 
bronchitis depends largely upon the history rather than the physical findings. 
Similarly, it is not easy to maintain a classification of pneumonia into lobar, 
broncho-, and hypostatic. Admittedly, some go odd per cent. of all lobar 
pneumonias are due to pneumococcal infection, but far more important in 
deciding the prognosis of a case are the age of the patient, the type and 
virulence of the infecting organism and the response of the patient to in- 
fection. For example, type III pneumococcal infections are much more 
serious than type I infections. A Friedlander’s infection is more serious 
than a pneumococcal. Although pneumococci alone, or in combination with 
a virus infection, are still the most prevalent organisms causing pneumonia, 
there are many types of pneumococci and it ts a feature of pneumonia in the 
elderly that mixed infections occur. 

The difficulties of bacterial isolation and radiological examination in 


general practice, combined with the obvious limitations of some of the 


earlier anatomical classifications, justify a simpler classification of respiratory 
infection in the elderly into three groups: (1) infection of the upper respira- 
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tory tract, with or without spread to the lung, (2) respiratory infection with 
bronchospasm, and (3) respiratory infection associated with cardiac failure. 
The first, the respiratory infection with or without spread to the lungs, 
really forms one group because respiratory infection of the upper respira- 
tory tract is potentially dangerous in the elderly and the risk of spread to the 
lungs justifies bolder therapeutic measures than one would adopt in the 
young adult. 
DIAGNOSIS 

The severity of respiratory infections in the elderly may easily be under- 
estimated. A man of seventy with pneumonia may walk or potter about in 
the house for several days, the pyrexial response being small and the 
dyspnea passed off as ‘old age’. In the early stages attention to the respiratory 
rate, condition and rate of the pulse is probably more informative than a 
physical examination of the chest. The sputum may be thick and tenacious, 
suggesting a chronic rather than a recent infection, but such sputum is 
usually the residuum of a pre-existing chronic catarrhal condition. ‘The 
irritant cough, often extremely painful and unproductive, is a common 
accompaniment of bronchitis and pneumonia but the possibility of neo- 
plasm or whooping-cough should not be overlooked. Whooping-cough in 
the elderly is a most distressing and disabling condition and is accompanied 
by such a severe degree of cachexia that the patient is often diagnosed as 
suffering from carcinoma. Repeated attacks of pneumonia or pleurisy within 
a few months of one another, or the persistence of pain in the chest, should 
always raise the suspicion of carcinoma of the bronchus and lead to full 
investigation, including bronchoscopy. 

‘The chronic respiratory infections associated with purulent sputum neces- 
sitate the exclusion of chronic fibroid pulmonary tuberculosis and bronchiec- 
tasis. It is justifiable to exclude pulmonary tuberculosis as a likely diagnosis 
if three specimens of purulent sputum have been thoroughly examined and 
no acid-fast bacilli have been observed. Faetid sputum is common to both 
lung abscess and bronchieccasis, but a careful history will usually serve 
to differentiate between the two. 

Respiratory infections associated with spasm form a distinct group and 
often resemble an attack of asthma. Similarly, some forms of heart failure, 


particularly acute pulmonary congestion, delayed in onset after exertion or 


precipitated by infection, may be indistinguishable from bronchitis as- 
sociated with spasm, and the state of the patient may make it difficult initially 
to obtain the accurate history so vital to differentiate between the two. 
Finally, all too often congestive heart failure is, in the elderly, precipitated 
by a respiratory infection. So common is the association that extra-special 
attention must be paid to the assessment and examination of the cardio- 
vascular system in all elderly patients suffering from a respiratory infection. 
Physical examination of the chest does not always settle the diagnostic 
problem. Dyspnea, tachycardia, cyanosis, and limited chest expansion may 
be observed in many elderly patients suffering from respiratory infection 
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with or without cardiac failure. Localized areas of dullness are likely to be 
found in severe cases of pneumonia, lung abscess or carcinoma, but more 
often the percussion note is hyper-resonant. Difficulty may be experienced in 
deciding whether or not there is an area of diminished air entry, the emphy- 
sematous condition of the lungs rendering assessment difficult. Adventitious 
sounds are likely to be heard, mainly rhonchi and rales, and unless localized 
to a small area may be of limited diagnostic significance, for so often they 
are coarse and scattered throughout the whole of the chest. 

In other words, in a case of respiratory infection in the elderly, a com- 
plete diagnosis during the first forty-eight hours may be extremely difficult. 
The apparent triviality of some of the presenting symptoms and signs, 
however, should not be allowed to mislead the practitioner as to the potential 
severity of such an infection. 

TREATMENT 
The immediate therapeutic problems should be considered under the fol- 
lowing headings: (1) combating the infection, (2) careful attention to the 
cardiovascular system and the maintenance of fluid balance, (3) the avoid- 
ance of anoxawmua, (4) symptomatic. 

The patient should be put to bed in a warm room. For the elderly a warm 
room means a temperature of at least 7o° F. (21° C.) and if the patient is 
well over seventy years of age a temperature of 74° to 75° F. (23.3. to 
24 C.) is desirable. Clothing should be light, and the patient will benefit 
from the use of a bed-rest. The appetite will usually be poor and the 
essentials of dieting in the early stages are the maintenance of fluid intake 
and the encouragement to eat. 

Combating the infection.—The infection is usually a mixed one: a mixed 
group of pneumococci, several organisms, or a mixed bacterial and virus in- 
fection. On this account it 1s advisable to use a chemotherapeutic agent 
known to be effective against both gram-negative and gram-positive or- 
ganisms and, if possible, also against virus infection. ‘The sulphonamides 
may be used but have certain definite disadvantages. One of the more serious 
from the patient’s point of view is the sense of depression and nausea that 
often accompanies their continued use. Another disadvantage is the risk of 
renal damage. Kidney function may already be impaired and the effects of 
pyrexia and sweating diminish urinary secretion still further so that, if sul- 
phonamides are prescribed, the patient must take fluids freely, at least five 
to six pints (3 to 3.5 litres) a day. ‘The most serious objection to the sul- 
phonamides, however, is their limited range of action against many of the 
organisms met with in a mixed respiratory infection. Among the popular 


sulphonamides are: sulphadimidine, an initial dose of 2 g. followed by 1 g. 


six-hourly until four to five days after the temperature has fallen; sulpha- 
merazine, an initial dose of 4 g. followed by 1 g. eight-hourly for a similar 
period. 

The antibiotics are more successful in the treatment of respiratory in- 
fections in the elderly. Penicillin is generally prescribed but is not always 
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etfective when given alone. It is usual today to use procaine penicillin, giving 
600,000 units initially and following with 300,000 units twice a day. Peni- 
cillin has very little action against some gram-negative organisms and an 
increasing number of staphylococci are resistant to its action; it 1s therefore 
usually necessary to combine it with another preparation. Chloramphenicol 
is a useful adjunct: I usually prescribe an initial dose of 2 g. followed by 
0.§ g. six-hourly for five days. There is little risk of toxamia resulting from 
such a course. Aureomycin and oxytetracycline in similar dosage may be 
prescribed and are certainly effective but are liable to cause nausea and 
gastro-intestinal disturbances so that the patient may experience difficulty in 
taking the drugs. If the therapeutic agent ts acting satisfactorily, there should 
be a definite improvement in the fever and the patient's condition within 
forty-eight hours. In the elderly a complete return of temperature to normal 
may not be attained immediately. In fact, a temperature of gg” to g9.6° F. 
(37.2 to 37.6 C.) may continue for several days. I have found that the 
administration of chloramphenicol can be stopped after five to six days, and 


the penicillin after fifteen days without undue risk of a return of the in- 


fection. Should a further bout of fever occur, however, | usually repeat the 
course of chloramphenicol. 

The cardiovascular system._Usually the previous history will give some 
indication as to whether the patient has been on digitalis or similar therapy. 
Even if the patient has not been on digitalis, it is probably wise to attempt 
digitalization slowly. Many preparations are available: digitalis leaf, 14 grains 
(o.1 g.) thrice daily, and ‘digoxin’, 0.25 mg. thrice daily, are reliable pre- 
parations and these dosages will not induce toxic symptoms unless the 
patient is already fully digitalized. ‘The presence of edema and gross con- 
gestive failure may call for consideration of the use of the organic mercurial 
diuretics, but in my experience, it ts better to keep the patient under 
observation for forty-eight hours and to observe the fluid intake and output 
before rushing to use them. Once, however, time for observation has been 
gained, mersalyl, 2 ml., may prove very effective in the relief of aedema. 

Anoxamia \noxemia due to an impaired oxygen uptake is an im- 
portant complication of respiratory tract infections in the elderly. The 
changes in the lung tissue known to take place with age, together with the 
high incidence of emphysema, further aggravate any tendency to anoxamia. 
Oxygen therapy ts therefore an integral part of the treatment of respiratory 
infection in the elderly and should not be reserved until they are extremely 
cyanosed. ‘The most effective method of administration is the oxygen tent. 
Oxygen tents can be hired for use in the home, but they are a great 
responsibility unless there is an experienced nurse to supervise their use. 
The need for oxygen therapy is often the determining factor in deciding 
that an elderly person with respiratory infection be admitted to hospital. 

The nasal catheter and BLB mask, provided the latter fits well, can be 
used for oxygen therapy but it is necessary to maintain a flow of oxygen of 
at least six litres per minute and to use a large oxygen cylinder with a 
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regulating valve. The prompt and efficient use of oxygen will do much 
to improve the general condition, the tachycardia and the cerebral irritation. 

Symptomatic treatment.—Amongst the troublesome symptoms are cough, 
bronchial spasm and insomnia. For the relief of bronchial spasm amino- 
phylline, 0.25 g. in 10 ml. of normal saline injected intravenously, is valuable 
as an emergency measure. For continuous therapy aminophylline may be 
prescribed in tablet form, 0.1 to 0.2 g. four-hourly, or ephedrine, } grain 
(30 mg.) thrice daily. A popular proprietary preparation is ‘amesec’ (Lilly), 
one tablet two or four times daily (a tablet contains 2 grains [0.12 g.] of 
aminophylline, { grain [24 mg.} of ephedrine and 3 grain [24 mg.] of 
‘amytal’). For the treatment of the cough the most important thing is to 
control it at night in order that the patient may have a reasonable night's 
rest. There is a considerable difference of opinion as to what is the best 
sedative. Opiate linctus of squill, B.P.C., 60 minims (4 ml.) each night, is 
an old favourite; another is powder of ipecacuanha and opium, B.P., 10 
grains (0.6 g.) each night. Of the more powerful drugs, codeine, 25 mg., or 
pethidine, 100 mg., is often prescribed. Morphine, } grain (16 mg.), should 
be reserved for emergencies rather than for routine treatment. When the 
problem is primarily one of insomnia, and there is not the need to ease 
painful coughing, paraldehyde, 240 to 360 minims (16 to 24 ml.), is useful. 
Care should be exercised in the use of the barbiturates in elderly people, 
as they are apt to cause a mild confusional state. 

More simple measures for the treatment of the cough must not be 
neglected, such as breathing exercises and postural drainage. Postural drain- 
age is very tiring but if the patient lies flat, face downwards, with the foot of 
the bed slightly raised for a short time each morning and evening con- 
siderable relief may be obtained. Inhalations, such as Friar’s balsam or 
menthol, are still prescribed and many patients find these helpful, although 
their real therapeutic value remains in doubt. Of the ordinary cough mix- 
tures, a simple expectorant mixture such as alkaline mixture of ipecacuanha, 
B.P.C., or a sedative mixture such as compound mixture of lobelia and 
stramonium, B.P.C., is sometimes helpful. ‘The local application of ‘anti- 
phlogistin’ and other forms of heat and counter-irritants has its place. ‘To 
the patient they always form an important form of treatment and this 
psychological aspect of therapy should not be overlooked. 

Finally, although long periods in bed are contraindicated, convalescence 
should be adequate and great care taken to prevent early reinfection. 


SUMMARY 
(1) Respiratory infections are common in all age-groups, but are potenti- 
ally more dangerous in the elderly. 
(2) An insidious onset is not an indication that the infection is mild. 
(3) Anoxemia and cardiac failure are common accompaniments of 
respiratory infection in the elderly and must never be overlooked. 
(4) Anoxzmia is an indication for hospital admission. 





WINTER ACHES AND PAINS 


By K. M. ROBERTSON, M.D., F.R.C.P 


Physician, Royal South Hants. Hospital, Southampton; Lymington Hospital, 
Romsey Hospital, and Lord Mayor Treloar’s Hospital, Alton 


No one, I think, would question a statement to the effect that during the 
winter months discomforts and minor pains call for medical attention more 
frequently than at other times of the year. In this article I intend to examine 
this observation, discover if possible the reasons for the increased severity 
and frequency of painful symptoms during cold weather, and to discuss the 
significance of pain as a presenting symptom in the disturbances of certain 
systems, particularly when this is initiated during the winter months, or 
increased by a falling environmental temperature. When discussing ‘winter’ 
and its effects upon symptoms, it is cold which first and foremost comes to 
mind as the most important contributing factor. It is wise, however, to re- 
member that there are other and equally important environmental and cir- 
cumstantial characteristics of the winter season, all liable adversely to affect 
painful and other symptoms. Damp has been unquestioningly accepted as an 
evil influence upon all forms of rheumatic pain, whilst old and almost for- 
gotten trauma will often be painfully brought to mind in damp weather. 


rHE CLINICAL SIGNIFICANCE OF PAIN 

The significance and the intensity of pain at any time, and however deter- 
mined, are much influenced by a number of subtle and not at first sight 
obvious factors. Amongst these what may best be termed ‘morale’ must 
figure very largely. Morale, which we may accept as being the sum total of 
all those factors determining physical, mental and emotional well-being, 1s 
itself much influenced by physical factors such as the brightness of daylight, 
the warmth of the atmosphere and the ease with which locomotion can be 
carried on: the sight of growing and flowering vegetable life is uplifting to 
morale, whilst the news of relative or friend laid low by pneumonia, or even 
the common cold, may prove dangerously lowering. ‘Thus it is, that during 
the dark, cold and often wet weeks of January and February, when one’s 
elderly associates are il] or in the hands of the undertaker, when the trees are 
bare and no birds sing, some degree of depression with introspection may 
be induced, so that very minor aches and pains take on an ominous signifi- 
cance and, as their intensity increases, the victim is found hurrying to his 
doctor in search of a diagnosis and a cure 

If pain is contagious, and it would sometimes seem that under certain 


conditions it is, then it is much more so during the winter than at any 


other time of year, and I suspect that much aching and many pains are con- 


ceived in the doctor’s crowded waiting room, as a result of having to listen 
to the vivid descriptions of pain, recounted by enthusiastic medicophiles. In 
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the winter when vitality slows down we are all much more vulnerable in 
every way, and, though this is true of all kinds of symptoms, it is particularly 
true of pain. 

So much for the patient and his contribution to the problem. It is the 
doctor himself who will determine whether or not this winter tendency can 
be adequately checked, or is allowed to become an incapacitating torrent. It 
is when faced with the multitude of minor aches and pains, particularly 
during the stress of winter practice, that experience, sympathy and in- 
tuition become such priceless gifts, for their possessor is able quickly and 
with confidence to detect those symptoms which indicate serious illness, 
whilst his experience and his sympathy are such that the unimportant and 
superficial are quickly seen for what they are, rapidly dealt with, and the 
patient, knowing he is no more than very locally ill, goes on his way rejoicing. 

‘The summer molehill of discomfort so easily becomes the winter mountain 
of unbearable pain, that every practitioner should collect and cultivate the 
intuitive wisdom that quickly notices the warning signs when serious illness 
is present and ruthlessly deals with unjustifiable fear and anxiety when it is 


these that have increased or even initiated pain and aching. 


CORONARY PAIN 
Physical activity, emotional stress, heavy meals and cold are the well-known 
factors liable to initiate anginal pain—and all these are more likely to be 
experienced during the winter months. It is therefore not surprising that 
all types of coronary pain are more frequent at this time of year, and it is 
well to remember the ways in which the pain resulting from cardtac ischamia 
may masquerade as something less serious. When retrosternal discomfort, 
rather than pain, follows a meal, particularly when relief results from the use 
of antacids, then indigestion so often seems an adequate and correct diagnosis. 
When pain develops in the back while bill-climbing or in the shoulders when 
hurrying for a train, then rheumatism seems a probable explanation, whilst 
the dull ache which may involve only the arms suggests brachial neuritis. I 


have known anginal pain spreading into the throat to be treated with a 


paint, and teeth to be removed from a lower jaw, the site of anginal radia- 
tion. These pitfalls are by no means only hypothetical, and when overlooked 


may result in embarrassing situations for the doctor and, on occasion, 
disaster for the patient. All forms of coronary pain will occur more often in 
January than in July, and this most assuredly includes the pain of cardiac 
infarction. It is during the winter months that hospital wards are over- 
burdened with such cases. Having stressed the importance of recognizing 
coronary insufficiency I wish to emphasize even more strongly the serious- 
ness of the mistake when angina ts diagnosed in a patient whose coronary 
arteries are healthy, and in whom anginoid symptoms result from extra- 
cardiac disturbance. 

The diagnosis of angina pectoris should only be made when there is no 
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reason to doubt the validity of the history and where objective evidence 
supports a suspicion based on symptomatology. ‘The sudden appearance of 
effort pain, or an increase in the frequency of the attacks and the severity of 
discomfort, should suggest the possibility of a state of acute coronary in- 
sufficiency and, if the doctor is given the chance of offering advice, a short 
rest in bed, with or without anticoagulants, may well forestall a crippling 
disaster. 

Treatment.—There is little new to record about the treatment of coronary 
disease. Anticoagulants have probably established themselves as orthodox 
treatment in cardiac infarction and acute coronary insufficiency, and the risks 
of hemorrhagic complications during their use are small when compared 
with their potential value. No doubt the fear of bleeding must often debar 
suitable subjects from valuable treatment —for lack of hospital accommoda- 
tion or laboratory facilities. This is a pity, and for some years I have 
continued to treat patients, with one or other of the anticoagulant drugs 
prescribed on an empirical schedule, in their own homes without laboratory 
control. No doubt in many of these cases the prothrombin content fails to 
reach ideal levels. I submit, however, that this should not lead us to assume 
that such treatment is useless. My experience suggests the reverse. 

For many reasons weight tends to increase during the winter —the subject 
of coronary disease must guard against this. In the same way it is probable 
that rather too heavy meals will be indulged in at this time of vear, and here 
again discomfort or something worse may result. 

Many and varied drugs can boast enthusiastic supporters for their useful- 
ness in coronary disease, and amongst these tocopherol, testosterone and 
nicotinic acid figure prominently, whilst the slow-acting nitrites are once 
again enjoying some popularity. I have been well pleased with the effects of 


pentaerythrityl tetranitrate taken regularly three or four times a day. Many 


subjects report an increase in the intervals between attacks of pain, and a 
reduction in their severity. Nevertheless, nitroglycerin remains the most 
useful drug in the symptomatic control of angina, with good results in almost 
every case and relatively few side-effects. A chest pain which fails to respond 
to this drug is probably not due to coronary disease. At the same time it 
should be remembered that many non-cardiac pains are relieved by nitrites 


biliary colic representing a good example. 
’ | | 


PERIPHERAL VASCULAR DISTURBANCES 
Intermittent claudication is adversely influenced by cold and damp and the 
man with peripheral vascular insufficiency will notice an increase in his 
symptoms during the winter. Clothing must be rather more than adequate 
and its warmth should include the trunk as well as the legs Trophic com- 
plications are likely to develop for the first time during the winter and par- 
ticular care must be taken to prevent these. With an increase in symptoms 
during the cold weather, the question of lumbar sympathectomy is bound to 





616 THE PRACTITIONER 


come up for review. The results are variable but, on the whole, have a better 
showing than non-surgical measures. among which the use of tolazoline 
(‘priscol’), by mouth or by intra-arterial injection, has justified many of the 
claims made on its behalf, whilst once again there are enthusiastic supporters 
of tocopherol. No one will question the wisdom of stopping all forms of 
smoking in this syndrome and I have seen excellent results follow this step 
without any other treatment. In the younger age-groups discomfort of some 
degree is a constant symptom in other peripheral vascular disturbances, 
especially chilblains, erythrocyanosis and the Raynaud syndrome. ‘These 
conditions are almost ‘winter ailments’, and the severity of the pain which 
accompanies them is determined by the temperature. 

I have been well pleased with the relief which results from taking tola- 
zoline for chilblains, and this drug seems superior in its good effects to the 
long-popular calctum and vitamin concentrates. A classical Raynaud's syn- 
drome will probably require sympathectomy, whilst erythrocyanosis will 
sometimes respond to reduction in weight, ‘general hygienic measures’ and 
the use of nicotinic acid and thyroid extract. It is often possible to stop all 
treatment during the summer months. 

The ‘peripheral neuritis’ of the diabetic, whether due to vascular in- 
sufficiency or to a lack of certain vitamins, is usually more tiresome in the 
winter, whilst trophic lestons may first appear in the diabetic during the 
colder months. Adequate control of hyperglycamia in the prevention and 
treatment of diabetic complications is essential and, with a reduction in 
physical activity during bad weather, an increase in the insulin requirement 


is not infrequently encountered. 


HEADACHE 
The evidence which casts doubt upon hypertension being a common cause of 
headache is increasing; nevertheless, the hypertensive constitution appears 
to be liable to headache although many factors, some psychogenic, may con- 
tribute. Cold and other forms of inclement weather seem to aggravate these 
symptoms. I doubt if the headache of imtracranial disease, or that which 
figures prominently in the migraine syndrome is much influenced by the 
seasons. Trigeminal neuralgia is worse in bad weather, and cold may be one 
of the trigger mechanisms which determine spasms of pain, All kinds of 
minor cranial neuralgias are made worse or even initiated by cold weather. 


ARTHRITIS, ‘FIBROSITIS’, AND NEURALGIA 
Among the arthritides we can expect an increase in aching and in pain as 
autumn makes way for winter, and this is particularly true of the degenera- 
tive conditions. This may sometimes result from an increase in weight and, 


as already mentioned when discussing angina, the subject tending towards 
obesity must be particularly vigilant over his intake during the winter. 
In spite of its popularity amongst high-ranking cricketers, ‘fibrositis’ is 
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much more common during bad weather. This diagnosis is used to cover a 
multitude of widespread, minor, and often self-limited, painful conditions, 
and we should think twice before committing curselves in this way. From 
time to time, some serious generalized and progressive disease will present 


with symptoms characteristic of benign fibrositis. It is during the pressure 
of winter work that it is so easy to overlook those suggestive features, which 
might with more leisure for contemplation have led one to seek an x-ray 
examination or the investigation of blood chemistry or serology. Malignant 
osteitis secondary to bronchial or prostatic carcinoma may pass unsuspected 
for weeks, whilst an exacerbation of pain from Paget's disease may suggest 
nothing more serious than an attack of /wmbago, climatically determined. 
On the whole, however, bone pain seems to be more severe in hot rather than 
cold weather. Soft-tissue pain, including that arising in fascia and tendon, is 
often accentuated by cold, and a tendency to this kind of disability will often 
first show itself in the winter. Most of these pains, however, are short lived; 
they respond well to rest, physiotherapy, local injections of analgesics, and 
the liberal use of salicylates. It is the pain which resists these remedies, and 
the passage of time which should raise the suspicion of something more 
serious. 

It is not sufficiently appreciated that myxedema is a common cause of 
rheumatic symptoms, and with an increase in all the symptoms resulting 
from reduced thyroid activity, myxadematous rheumatism may appear for the 
first time, or become more severe, during the winter. Many patients, well 
maintained on a smal! amount of thyroid extract, require for their well-being 
an increase in the dose around Christmas time. In this condition the thera- 
peutic trial is well worth while, and the results are often impressive. 

The painful neuropathies tend to subside a little in warm weather and the 
lightning pains of tabes, the spasms of trigeminal neuralgia and the wearying 
discomfort of the post-herpetic syndrome, are ail likely to be more severe in 
the winter. The nerve root irritation syndrome, including cervical and lumbo- 
sacral disc lesions, is liable to painful recrudescence in bad weather, and this 
is even truer of lumbago. It is often wise to bring out the discarded lumbo- 
sacral support towards Christmas, for the additional warmth which will 
result from its use may be as helpful in preventing recurrences as its purely 


mechanical effects! 


PAIN DUE TO RESPIRATORY INFECTIONS 
Pleuro-pulmonary pain will clearly be met with more often in the winter than 
at other times of the year and the discomforts resulting from respiratory 
tract infections are numerous and varied. The pains of sinusitis, otitis media 
and tonsillitis are not likely to be overlooked, whilst the characteristic pain of 
acute pleurisy complicating primary pneumonia will not be mistaken. Less 
acute forms of pleurisy, however, such as that which overlies an atelectatic 
segment, or the pneumonitis surrounding bronchiectasis or bronchial car- 
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cinoma, or even the early pleuritic pain of tuberculous pleurisy, may be quite 
misleading, and the association with respiration and coughing is often un- 
impressive. Here again a diagnosis of intercostal neuralgia or fibrositis is 
invoked to account for something more serious, and there are few pleuritic 
aches or pains which should be allowed to pass without a chest film. 

The retrosternal discomfort of tracheitis can easily be mistaken for angina, 
especially as it is made worse by walking in the cold. Care in history taking, 
and the judicious use of electrocardiography, should help to avoid making 


such a major mistake 


OTHER ACHES AND PAINS 
Anginoid pain from dorsal spine arthritis and from the distension of a para- 
esophageal hernia should also be remembered when confronted with retro- 
sternal pain, particularly as in both these conditions symptoms will for 
various reasons be more severe in the winter. A proportion of patients 
with duodenal ulcer experience an exacerbation during the winter months 
although, on the whole, these people seem to be more vulnerable in the 
spring and autumn. Discomfort arising in the urimary tract is not particularly 
influenced by the seasons, although the trials of the man with bladderneck 
obstruction are likely to be more pronounced in cold weather. 

Finally, the aches and pains following trauma of all kinds will figure 
prominently in the daily work of the general practitioner, and with increasing 
risk of litigation more and more of these cases will have to be dealt with, in 
the first instance at any rate, in the casualty departments of hospitals, with 
x-ray diagnosis preceding treatment and disposal. Needless to say, all these 
conditions are encountered much more often in the winter, and all the 
attendant problems relating to them become more acute and troublesome. 


CONCLUSION 

Thus, it would seem that during the winter months pain becomes an even 
commoner and more important symptom to the general practitioner and 
specialist than at other times of the year. There are relatively few pains, 
however, which are confined to the months of bad weather, and in most 
cases in which pain becomes a particularly prominent symptom the winter 
months serve only to increase the severity and frequency of the discomforts. 
It would also seem that pain arising in viscera is less influenced by the 
season than pain of skeletal and vascular origin. 

This short review of the subject serves to emphasize once more the great 
importance of constant vigilance when faced with this tmportant symptom. 
It is only by retaining an open and receptive mind and an active imagination, 
that serious diagnostic oversights will be avoided. With the heavy pressure 


of work inevitably associated with the season of short days and bad weather, 


it becomes doubly important, from time to time, to pause and to review the 
differential diagnosis in a patient whose only, or most prominent, symptom is 


some painful area or some aching organ 





CHILBLAINS 


DAVID I. WILLIAMS, M.B., F.R.C.P 
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Another weepeth over chilblains fell, 
\lways upon the heel, yet never to be well’. 


SHAKESPEARE also knew about chilblains when he wrote that ‘the toe of the 
peasant comes so near the heel of the courtier he galls his kibe’. It is curious 
that the poets should stress the chilblain on the heel since nowadays it is 
verv much a condition which we think of as affecting the other end of the 
foot. Pernio, the synonym for a chilblain, is derived from a Greek word 
meaning heel. Common as they are on the toes and on the heel they appear 
also on the fingers, the hands, the ears, the nose, the legs, the breasts and the 
buttocks. Many people are only too familiar with them but some of us have 
to learn to recognize them as ill-defined, dusky-red patches accompanied by 
tenderness, burning, and itching which is often intolerable, especially when- 
ever the extremities get warm. ‘The redness is not that of inflammation since 
it is cold to the touch; it disappears on pressure. If they are neglected, or 
subject to friction from footwear or stockings, they become more obviously 


inflammatory and deeper tissues are affected. Blisters of a nasty indolent 


sort appear, followed maybe by secondary infection and ulceration. Very 


rarely there may be laying down of calcium in the lesions 


DIFFERENTIAL DIAGNOSIS 
The diagnosis of chilblains is almost always easy: a chilblain can be recog- 
nized like an old friend whatever clothes he ts wearing. From time to time 
there are difficulties, especially if the chilblain develops at an unexpected 
site. There is a traditional list of diseases presented in the differential diag- 
nosis of chilblains, some conditions being included rather for the sake of 
completeness than because they cause difficulty. It is a problem to me some- 
times to be sure that I am not confusing ulcerated chilblains on the back of 
the legs with erythema induratum of Bazin; this ts a disease which lasts much 
longer than chilblains, is not seasonal and in which ulcers arise from below 
as deep nocules which expand upwards to the skin which breaks down over 
them. Erythema nodosum is a manifestation which most of us can diagnose 
easily enough with its tender, hot nodes mostly on the front of the legs and 
often associated with signs of general ill-health. Erythema multiforme is a 
diagnosis which covers a multitude of eruptions; in most of these there are 
dusky patches of varying size but occurring fairly suddenly —by no means 
in the chilblain season and usually in large numbers. Drug eruptions may be 
like erythema multiforme and may simulate chilblains; several drugs, in- 
cluding the sulphonamides and some of the antibiotics, are known to produce 


dusky patches or nodes on the limbs. Lupus erythematosus appears some- 
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times, not in the well-known circumscribed, dry, superficial, scaly patches 
but in multiple, blue-red, flushed discs. This is the chilblain lupus of 
Hutchinson, sometimes known as lupus pernio, the lesions of which may in 
the beginning look like ordinary chilblains on the nose, the cheeks, the ears 
and the extremities; gradually the patches become palpable, more typical of 
lupus erythematosus, until with the development of central atrophy there is 
no mistaking them. To add to a characteristic dermatological confusion 
there is another lupus pernio described by Besnier which is a sarcoid of a 
doughy, blue-red type and which may involve most of the chilblain areas. 
Chilblains on the buttocks are perhaps too rare to warrant consideration here 
of the interesting possibilities in the differential diagnosis. 

Under the title of perniosis, Haxthausen (1930) grouped several conditions: 
erythrocyanosis crurum puellarum frigida, that bit of Latin which every student 
seems to remember like a r..e syndrome, perhaps because it is so distaste- 
fully brought before his eyes in the shape, or lack of shape, of the podgy, 
thick, blue legs of some of his female contemporaries (for those who are not 
classical scholars, the ‘frigida’ agrees with the ‘erythrocyanosis’ and not with 
the ‘puellarum’). Second, he included follicular perniosis which often goes 
with the erythrocyanosis and is a hyperkeratosis of the hair follicles of the 
legs, the arms and the buttocks; and third, acrocyanosis which is self ex- 
planatory. ‘There is a difference of opinion, so far academic, as to whether 
these people are more prone than others to chilblains. I would be neutral in 
this and say that they suffer in the same proportion as others. Haxthausen 
says that in these types of perniosis the vessels react similarly; there are 


dilated capillaries and cutaneous veins with small arteries. This is what 


happens in normal skin exposed to cold but the degree of reaction is greater 
in those with perniosis: their arterioles go into a spasm which is relaxed with 
difficulty and which quickly returns when the skin is again exposed to cold. 
This brings us to the interesting and very reasonable theory of Gourlay 
(1948) concerning the pathogenesis of chilblains. He has suggested that the 
arterial spasm causes an interference with the local cellular metabolism so 
that metabolites are produced which cause irritation. If the spasm is relieved 
by heat in the normal person the toxic metabolites are quickly dispersed and 
there are no ill-effects. In the chilblain sufferer the degree of spasm is 
greater, the metabolites may not be removed and the heat will, by causing 
an increase in the metabolism, also cause oedema, interference with drainage 
and a vicious circle leading to the formation of chilblains. ‘This would ex- 
plain why never getting cold prevents chilblains and how heat may provoke 
chilblains. 


PREDISPOSING CAUSES 
When a patient has something wrong with his skin almost any diagnosis will 
satisfy him but he will always ask the despairing doctor its cause. In the case 
of chilblains we can tell him a good deal about predisposing factors. He or 
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she is, of course, a victim partly of his own constitution and partly of old 
world civilization and the damp cold, since chilblains are rare in the United 
States and in Canada. The Eskimos and, curiously enough, the Australian 
Aborigines do not get chilblains, although someone has gone to the length 
of reporting three cases in Costa Rica. Those who recently conquered Mount 
Everest, I am told, did not suffer from chilblains. During the 1939-45 War, 
Winner and Cooper-Willis (1946) carried out a full-scale survey of chilblains 
in three thousand Auxiliary Territorial Service (A.'T'.S.) personnel. Of these 
women, whose ages ranged from eighteen to forty years, 50 per cent. had 
had chilblains at some time. In this group wartime or service conditions 
seemed to have caused an increased incidence of chilblains. ‘The same sort 
of increased incidence occurred in France, both in the 1914-18 War and in 
the last war; this increase was attributed by French workers to lack of food 
and nourishment. In Germany, too, the same thing happened. It is tempting 
to suppose that lack of fuel, heat and warm clothing may have been as im- 


portant, if not more important, factors. Administration of vitamins will 


certainly not stop chilblains. Calcium is very fashionable in the treatment of 
chilbains but there is no solid evidence whatsoever that it does any more than 
coincide with spontaneous improvement of the chilblains. These patients 
have no detectable disturbance of their calcium metabolism. 

Chilblains occur at every age although they are mostly found from five 
to fifteen years with a peak at puberty. Menopausal women and the old may 
suffer from them. ‘The older books and a few of the newer ones, almost as 
part of a regular routine in the etiology of any condition, refer to debility, 
anzmia, malnutrition and tuberculosis as factors in causing chilblains. They 
are not important for present purposes. ‘There is often a family history of 
chilblains, presumably because these sufferers inherit arterioles too prone to 
spasm. Although chilblains are more common in females, there is no 
evidence, apart from this incidence, that endocrine factors are related to 
chilblains: men wear more sensible clothing. Physical inactivity plays an 
undoubted part in provoking chilblains; office workers are more prone to 
develop them than land girls who are more exposed to the cold. Nevertheless, 
land girls are known to get chilblains on the buttocks from sitting on the cold 
seats of tractors. Cooks, as Winner and Cooper-Willis pointed out, get 
chilblains on the feet. The A.T.S. girls blamed many things for their 
chilblains, including hot-water bottles, sitting near fires, tight shoes and 
gloves, and standing. Strange though it may be in these days of popular 
science, half of them had no theories. 

Certainly it seems that cooling of the extremities followed by warmth is 
a prime factor in the causation of chilblains. This fits in well with the theory 
of Gourlay. Kellerman (1947) has shown that the hands of those who suffer 
from chilblains can be cooled at a temperature of 2° C. above that necessary 
to produce a response in those who are not afflicted. Apart from the fact 
that there is more damp cold in Europe, the freedom of North America 
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from chilblains must be attributed, not to a different standard of nutrition, 
but to the living conditions: maintenance of a steady, warm temperature by 
central heating all over the buildings, better ventilation and more sensible 
preparations to meet severe cold by adequate clothing. Finally, as an after- 
math of certain diseases of the nervous system, such as poliomyelitis, 


syringomyelia or disseminated sclerosis, there may be blue cold limbs which 


are very subject to chilblains, cold from disuse and cold from trophic causes. 

In sum, chilblains occur in those whose skin arterioles, because of their 
very nature, react too spastically to cold and relax too slowly to heat; any- 
thing which will keep the body as a whole warm, whether it be exercise, 


movement or a steady environment, will prevent chilblains. 


PATHOLOGY 
There is edema of the skin; inflammatory round cells are clustered around 
the vessels, which are dilated, filled with red cells and white cells clumped 
in hyaline masses. ‘The endothelium of the vessels is thickened and they may 
contain thrombi. There is some proliferation of connective tissue cells and 


some thickening of the elastic tissue. 


rREATMENT 

There are difficulties in writing about the treatment of chilblains; any 
scepticism will be met with protesting horror by anyone who has achieved 
infallible cures with a favourite remedy. Furthermore, everyone seems to 
have a simple faith in an equally simple remedy. ‘The reason for the only 
apparent success of so many therapeutic routines and the enthusiasm of their 
advocates is clear: chilblains are self limiting and mostly disappear when 
the weather gets better, in spite of treatment. Satisfactory evaluation of the 
results of any method of treatment must depend upon a very large series of 
cases followed for a long time, preferably through the winter, with an equally 
large number of control cases. There are too many people basing dogmatic 
views On impressions or on a few cases inadequately controlled. ‘The fact 
that these many ‘cures’ are so different upholds me in my scepticism since 
their very number and variety are the best evidence that there is no specific 
cure. Nor indeed is one likely to be found. If patients with chilblains have 
vessels which contract slightly abnormally and over-enthusiastically in the 
cause of keeping the inner man warm, it is not likely that the nature of these 
vessels and their reaction can be changed. ‘That is not to say that it may not 
be possible to control this reaction or modify it, nor does it prevent the 
suggestion of emigration to a warmer or centrally heated place. 

Obviously the prime aim of treatment is to prevent the occurrence of 
chilblains and, as the Americas have shown, this is largely possible. ‘Those 
who get chilblains must keep warm and should avoid sudden changes in 
their environmental temperature, whether from hot to cold or from cold to 
hot. They must combat the cold environment by warm clothing: ideally, the 
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girls and women should wear not only thick woollen stockings but well- 
fitting underwear, not only warm but allowing no chilling gap at the top of 
the stockings; warm booties are also to be recommended. It is easy to per- 
suade them to wear the booties but they will rarely sacrifice their legs to 


mere warmth. Gloves should be warm and loose. Garters, or anything which 


constricts a limb, must be given up. The feet must never be allowed to get 
damp and must be most carefully dried after a bath. All washing should be 
done with warm water. Exercises, such as a daily bout of skipping, and more 
specific exercises for the fingers during cold weather, are sensible sug- 
gestions. It is better to walk home than wait in a queue for a bus. In these 
things lies real wisdom; but such wisdom is never popular and its attainment 
means too much work and forethought. Many patients prefer their chilblains 
and expect cure from the doctor and his drugs 

Treatment must therefore be suggested and many ‘remedies’ have been 
used. Calcium and calciferol, which can raise the serum calcium, have been 
much tried and quite certainly found wanting. Patients under treatment 
with these preparations for other reasons find that chilblains come and go 
just the same. |7tamin K has also had its champions, who suggest 20 mg. 
twice a day; I have not found it successful. There is a little more to be said 
for nicotinic acid if the patient can and will tolerate it. It can be given, in 
doses of from 50 to 100 mg., three times a day. Not infrequently the dilata- 
tion of vessels and the flushing are too much for the patient to endure and he 
decides that the ‘cure’ is worse than the disease, but it does seem to help in 
some cases. Over the last few years certain new vasodilators have become 
available, for which powerful claims have been made in the treatment of 
chilblains: e.g. tolazoline (‘priscol’) in doses of 25 mg. three or four times 
a day. A degree of equivocation is called for in assessing the value of this 
group of drugs. Perhaps it would be fair to say that they are no worse than 
the other preparations used in the treatment of chilblains. Intravenous 1n- 
jections of 2 ml. of fluorescein, histamine, bee venom and Lugol's iodine are 
among the ‘also rans’ in a field in which it is difficult to find a winner even 
at the post. The physiotherapists also make claims for general ultra-violet 
light, wax baths, galvanic baths, short-wave diathermy and, in Finland, for 
Sauna baths, a cooperative treatment in which groups of patient are regu- 
larly heated up and then exposed to cold. ‘The surgeons, too, have con- 
tributed to the problem by suggesting sympathectomy or paravertebral 
sympathetic block. I doubt whether such measures are really justifiable and 
whether the results would be of sufficient duration 

Local treatment is called for, both to relieve the itching and the pain of 
chilblains and to control or prevent infection. From the long list of available 
proprietary preparations the patient will probably have made up her mind 
which she likes best and will stick to it. The A.T.S. girls had some curious 
predilections in the way of local treatment, among which were whisky (surely 
extravagant and certainly not available on E.C.10!), roasted onions, a 
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nauseating mixture of onion and paraffin, urine, and snow. The reasonable 
patient may be ready to try suggestions such as the methy] salicylate lini- 
ment, or the following prescription put forward as the best found by Winner 
and Cooper-Willis: 


Phenol er 7” 1.0 per cent. 
Camphor 6.0 per cent 
Balsam of Peru 2.0 per cent. 
Soft paraffin 25.0 per cent. 
Hard paraffin ...... en eRe ; 7.5 per cent. 
Anhydrous lanolin. ‘ to 100 _—s—per cent. 


to be rubbed into the affected areas each night and morning. If the chilblains 
have broken down I would suggest :— 


Phenol ..... gi ; 1.0 per cent. 
Calomel ...... ; ; 2.0 per cent. 
Zine cream (N.F., 1953) : to 100 _-—so—pprr cent. 


Clearly there are many possible alternatives to these; I would simply give 
warning that any preparation which contains benzocaine or an allied 
anzsthetic should be avoided, because of the very real risk of sensitization of 
the skin. 


PROGNOSIS 
This is cbviously good for the individual attack, whatever the treatment. 
With improvement in weather conditions chilblains will abate leaving no 


scars provided there has been no true ulceration. Unless the prophylactic 


measures suggested are carefuily followed, however, recurrence is certain, 
although, inexplicably, some victims may pass a blainless winter, only to 
suffer again in some succeeding winter. As patients get older they tend to 
have fewer and fewer chilblains until either some physiological or patho- 
logical change in the vessels, reducing the degree of spasm, or the beginning 
of wisdom stops them altogether. 
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FROST, FALLS AND FRACTURES 


By W. A. LAW, O.B.E., M.D., F.R.C.S. 
Assistant Surgeon, Orthopaedic and Accident Department, London Hospital. 


INJURIES sustained on ice and snowbound roads can be either slight or 
serious. Often bone injury is accompanied by a soft tissue one in a totally 
different site. This is seen most dramatically in the skier who falls heavily 
and wrongly and sustains a penetrating injury from the ski-stick, usually in 
the lower extremity, abdomen or thorax. 

In the case of the pedestrian slipping on the causeway, it Is wise to re- 
member that injuries may well be multiple. Thus, a lower limb fracture may 
be obvious, but a spinal injury, or a fracture in the upper extremity which 
has been used automatically to break the fall, may be much less obvious and 
therefore easily overlooked for some time. In this respect, an accurate des- 
cription of the actual fall may prove most useful. For instance, a fall forwards 
may produce a fracture in the ankle region, mid-tibia, or neck of the femur, 
but at the same time, a carpal bone injury— particularly the scaphoid—may 
be sustained in one or both wrists. A slip sideways is likely to produce an 
abduction or adduction fracture in the ankle region or neck of the femur, 
and may well be accompanied by a fracture or fracture-dislocation in the 
elbow region of the underneath side. 

A fall with the legs sliding forwards together commonly results in bruising 
or fracture of the coccyx, but again fracture or fracture-dislocation in the 
elbow or shoulder region may be an unpleasant accompaniment. Occasion 
ally, head injury with concussion may further complicate the clinical picture 
and add to the diagnostic difficulties. 


GENERAL MANAGEMENT OF THE ACCIDENT 

Under first-aid and emergency conditions, the likelihood of a bone injury 
must be determined or suspected by clinical means. The violence of the 
fall, the bruising and so-called ‘fracture blistering’, the deformity and, of 
course, abnormal mobility and crepitus, which should not be purposefully 
elicited, are the classical and practical features to be assessed. ‘The degree of 
shock will vary with the patient’s age, physique and injury, and the prin- 
ciples of treatment by rest and warmth still apply. In this respect it must be 
stressed that excessive heat in the course of resuscitation is more harmful 
than good. 

In the case of compound fractures and soft tissue injuries, the aim of 
emergency treatment should be to protect from further infection rather than 
to attempt cleansing or disinfection of the wound. In other words, a large 
clean or, ideally, sterile dressing should be applied and nothing else at- 
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tempted unless there is haemorrhage, the control of which must take pride 
of place. 

The principle of treatment so far as the bone or joint injury is concerned, 
is summed up in the word ‘immobilization’. Here a good deal of improvisa- 
tion may be necessary, but any rigid material will serve the purpose provided 
it is long enough to fix the joint above and the joint below the site of injury. 
In the case of a lower extremity injury, the sound limb can be used as a 
splint; in the case of the upper extremity, bandaging the arm to the chest or 
trunk and using a sling may suffice. Adequate immobilization relieves pain 
and so helps in the treatment of shock, prevents further deformity and 
injury to important soft structures and enables the patient to be transported 
safely to the centre where definitive treatment is to be carried out. Under 
winter sports conditions, transportation may be both difficult and hazardous. 
Specially trained teams of expert skiers are employed, using a cradle type of 
sleigh into which the patient is firmly strapped, and which is controlled on 
the snow by ropes attached to each corner. 

If morphine, or some other pain-relieving compound, is administered it 


is imperative that a label giving the dosage be attached to the patient, and 


great care must be taken with such drugs in cases of head injury. 

At the accident centre, resuscitation is completed and a more detailed 
examination, including radiography, is carried out. ‘The x-ray is not merely 
a medico-legal necessity: it should be used to confirm the clinical diagnosis 
and to give details essential in the next stage of treatment, the general 
principles of which are : (1) accurate re-alignment; (2) immobilization; (3) 
restoration of function. Accurate reduction of the fracture or dislocation is 
carried out by manipulation with radiological control, or at open operation. 
Immobilization is most frequently achieved with plaster of Paris but, on 
occasions, either skin or skeletal traction, or internal fixation, may be pre- 
ferable. While this immobilization is being carried out—and the length of 
time will be determined by obtaining both clinical and radiological union 
limb function is restored by active exercises for the various muscle groups 
and movement of the joints not involved. This is most important and must 
be instituted at an early stage in the treatment so as to avoid stiff joints, 
marked muscle and bone atrophy, and circulatory deficiency in the limb. 
When there is much swelling in the limb or danger of circulatory interfer- 
ence, split or bivalved plasters are used initially, and replaced by a complete 
cast once the danger is over. Patients must therefore be kept under close 
supervision and must be instructed to report immediately on the occurrence 
of more pain, swelling, or colour changes in the skin of the fingers or toes. 
At a winter sports centre it is most inadvisable to allow patients to undertake 
long journeys immediately after the application of a plaster cast, and in 
fact many surgeons in Austria and Switzerland confine the patient to bed 
for two to three days with temporary splintage before the application of a 


complete cast, 
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For compound fractures, in addition to the above principles, a thorough 
and careful wound toilet is essentiai, together with the use of local and 
systemic antibiotics. Primary wound closure is only permissible in the 
cleanest of wounds, and these are unlikely in street or winter sports accidents. 
Delayed primary closure, as carried out with much success during the 
1939-45 War, is a technique strongly to be recommended. When this is not 
possible on account of infection, free drainage must be allowed and sec- 
ondary closure carried out at a later date. It must be realized that bone or 
joint sepsis is just as dangerous and troublesome today as formerly in spite 
of all our modern chemotherapeutic agents, but these compounds, used in 
conjunction with the earnest application of the long-standing surgical prin- 
ciples, are most useful in preventing infection and so help to convert the 
compound into a closed fracture in the shortest possible time. 


SPRAINS OF THE ANKLI 


A sprain is an injury to the ligaments, which may vary from a tear of a few 
fibro-elastic fibres to complete rupture or even avulsion from their bony 
attachment, together with a fragment of the malleolus. ‘These injuries must 
not be dismissed lightly as, without efhcient treatment in the first place, 
there may be permanent disability. Clinically there is pain, swelling, bruising 
and localized tenderness at the site of injury. Weight-bearing also is ex- 
tremely painful. X-rays are essential to exclude a fracture and to show any 
abnormal tilting of the talus in the joint mortise formed by the internal and 
external malleoli, and the tibial articular surface. An adduction sprain is 
common with the foot going into varus, but the reverse type of abduction 
sprain is rare. When the internal and external lateral ligaments are com- 
pletely ruptured, the ankle and subastragaloid joints are unstable, and strain 
skiagrams, after local anasthesia infiltration, demonstrate this quite clearly. 

Minor sprains are best treated by local anzsthetic infiltration—-5 to 10 ml. 
of 1 per cent. procaine into the site of maximum tenderness, followed by 
firm strapping with ‘elastoplast’ or adhesive tape. ‘The heel of the shoe on 
the side of the injured ligament should be raised 3 16 of an inch and weight- 
bearing encouraged within the limits of pain. Strapping is usually required 
for two to three weeks. If the limb has been used actively, little swelling 
should persist after this period. 

Where there has been a complete ligamentous rupture, plaster immobiliza- 
tion is essential. With the talus placed correctly in the joint mortise, a 
below-knee walking cast is applied and worn for six to eight weeks. This is 
followed by a raised heel on the shoe for some months and attention to the 
intrinsic foot and leg musculature. 

Inefficient treatment results in a chronic or recurrent sprain or recurrent 
subluxation of the ankle, and treatment by operative repair of the ligament or 


a tenodesis may have to be carried out, 
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SPRAINS OF THE KNEE 

These are common injuries amongst winter sports enthusiasts. The internal 
lateral ligament is the one usually involved, and it is to be noted that the 
skier rarely suffers an internal derangement of the knee due to a torn 
meniscus. ‘The reason for this is that the injury is in the nature of a severe 
valgus strain in the course of falling, usually when attempting a turn, and 
the rotation element is absent at the moment of injury. This contrasts 
markedly with the footballer whose foot is firmly fixed on the ground while 
the knee is subjected to a torsion strain, which tears the meniscus. 

In minor sprains of the knee, strapping support with local anesthesia will 
relieve pain and enable active use to be maintained, but in more severe 
ligamentous tears immobilization in a plaster for eight weeks is necessary. 
Operative repair of a completely torn internal lateral ligament of the knee, 
using fascia or tendon, is not often carried out. 


FRACTURE-DISLOCATION OF THE ANKLI 


Forced abduction or external rotation of the foot results in fracture of the 
external malleolus alone, or in conjunction with either a tear of the internal 
lateral ligament or a fracture of the internal malleolus. The straightforward 
external malleolar fracture readily heals by immobilization for 4 to 6 weeks 
in a walking plaster. The significance of associated injury on the inner side 
of the joint is that of joint dislocation or subluxation, which may only be 
momentary. ‘The true Pott’s fracture is a fracture-dislocation with lateral 
displacement of the foot, which may be slight or severe. There are thus 
three degrees of severity: 

(1) Oblique fracture of the external malleolus and torn deltoid or internal 
lateral ligament. 

(2) Oblique fracture of the external malleolus and transverse fracture of 
the internal malleolus in line with the joint. 

(3) The so-called tri-malleolar or Cotton fracture, where the internal 
and external malleoli are fractured together with the posterior border of the 
lower end of the tibia, with backward as well as outward displacement of 
the foot (fig. 1). 

An adduction injury of the ankle with inward displacement of the foot 
results in a vertical fracture through the base of the internal malleolus and 
a transverse fracture of the lateral malleolus, whereas an abduction injury 
without external rotation produces a fracture of the lower end of the shaft 
of the fibula, and fracture of the internal malleolus together with tibio-fibular 
diastasis. 

The clinical diagnosis of these severe injuries is based on the history of 
trauma, and the pain, bruising and marked swelling of the ankle and foot, 
which may somewhat hide the deformity. The detailed nature of the fracture 


is seen On x-rays but, as a pain-relieving measure, gross displacement should 
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Preoperative antero-posterior view Postoperatiy e€ antero-posterior view 


Preoperative lateral view Postoperative lateral view 


Fic. 1.—‘ Trimalleolar fracture’. The posterior malleolus is held accurately in place by an 
obliquely placed screw. 
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be corrected immediately the patient is seen by a medical man, particularly 
in more isolated situations such as may occur under winter sports conditions. 

The definitive treatment consists of careful reduction under anzsthesia 
with radiological control, dealing first with the posterior displacement, then 


Fic. 2.—Fracture of the tibia and fibula occurring 
as a ‘ski-injury’. 


the abduction or adduction and finally moulding the internal and external 
malleoli into position as the side pillars of the joint mortise. ‘The foot is 
held in the neutral position at the right angle and a below-knee plaster 
applied. ‘The patient must then be confined to bed with the foot elevated, 
and under strict observation, in case swelling makes bivalving of the plaster 


necessary. As the swelling subsides during the first week, this initial plaster 
will become loose and must be changed accordingly, again with radiological 
control to exclude redisplacement. ‘The patient may then be allowed up on 
non-weightbearing crutches, and after six weeks a walking plaster is applied. 
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Usually these fractures heal in about ten to twelve weeks and the plaster is 
followed by a ‘viscopaste’ support to control swelling. Active exercises for 
the foot and calf muscles are instituted and attention must be paid to correct 
gait. 

If closed reduction fails, or is not sufficiently accurate and stable—as 
often occurs with large internal and posterior malleolar fragments—-open 
reduction, with internal fixation by means of one or more screws, is indicated, 


and usually proves most effective. 


FRACTURES OF THE TIBIA AND FIBULA 
The usual severe leg injury as a result of winter falls, is a spiral fracture of 
the tibia at the junction of the middle and lower thirds, together with frac- 
ture of the fibula in the upper third (fig. 2). In the ski-ing world this is 
known as the ‘Kandahar fracture’. As the lower lateral fragment readily 
penetrates the skin from within, outwards, the emergency immobilization 


must be particularly thorough. The peroneal nerve as it winds round the 
neck of the fibula may also be in danger. These fractures fall into two main 
groups stable and unstable. 

In the former, the lateral displacement is slight, or the fracture surfaces 
so notched that they can be made to interdigitate by manipulation and are 
immobilized in a simple above-knee plaster cast, from toes to groin. In the 
latter, the obliquity of the fracture line tends to repeated displacement so 
that skeletal traction, with a tibial or os calcis pin, or internal fixation with 
multiple screws, a metal plate or with an onlay bone graft, is required, In 
these cases there is no difficulty in obtaining union of the fibula, but with 
the tibia delay or failure is all too common, particularly if any distraction has 


occurred at the fracture site. 


FRACTURES OF THE ‘HIP’ 


Femoral neck fractures were formerly grouped as intra-capsular and extra- 
capsular, but these terms are inaccurate as the capsule of the hip joint ex- 
tends to the intertrochanteric line anteriorly, though only to the mid-cervical 
level posteriorly. Subcapital or high cervical, and basal or low cervical are 
terms which have also been used, but again the significant terminology is 
that of adduction and abduction fractures, related to the distal segment. 

The adduction fracture is of common occurrence and typically occurs in 
the elderly person who trips or slips. The limb lies in marked eversion and 
the patient is quite unable to bear weight on it. 

The abduction fracture, produced more by a fall on the side, is often 
impacted, with the result that the patient may be able to bear weight on the 
limb, though this is painful. As a rule, union is readily obtained following 
immobilization whether by means of internal or external fixation. 

Formerly, when plaster fixation was used to treat these cases, death from 
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hypostatic pneumonia, emboli or renal failure was common, and the in- 
cidence of non-union was high. The more modern technique of internal 
fixation with a Smith-Petersen three-flanged nail, after accurate manipula- 
tive reduction, provides good fixation of the fracture and enables the patient 
to mobilize in bed or even sit up in a chair so as to avoid these fatal com- 
plications. Weight-bearing before the fracture is united is inadvisable and is 
not necessary, even though union may take about three months to complete. 

Again, in fractures in the intertrochanteric region, which are also liable 
to occur in elderly people, there may be an adduction external rotation dis- 
placement, which may be accompanied by a good deal of comminution. In 
such cases, after reducing the deformity, internal fixation by means of a 
three-flanged nail inserted up the femoral neck, combined with a plate fixed 
by screws on to the outer side of the upper end of the femoral shaft, is 
indicated, and enables early mobilization of the patient. When the displace- 
ment is slight, with or without comminution, simple treatment only is re- 
quired. ‘The patient is kept in bed with an external rotation block on the 
foot or with the limb in some form of light skin or skeletal traction. As a rule, 
union readily occurs in eight to ten weeks, allowing weight bearing in about 
three months. 


UPPER LIMB INJURIES 


By far the most common injury sustained in the course of a winter fall is the 


Colles’ fracture, or fracture through the lower end of the radius together with 
a tear of the ulnar collateral ligament or styloid process of the ulna. This 
results from a fall on the outstretched hand; the distal fragment is displaced 
backwards and upwards, and rotated backwards and outwards, the fragments 
usually being impacted. 

Early and compiete reduction of the “‘dinner-fork’ deformity is advisable, 
preferably under general anesthesia (thiopentone) or, if necessary, local in- 
filtration can be used. The fracture is first disimpacted by forced dorsiflexion 
and then reduction is achieved by applying traction, at the same time carry- 
ing the hand downwards and towards the ulnar side. It must be remembered 
that normally the radial styloid extends farther distally than the ulnar and 
the plane of the radial articular surface is tilted forwards some 10 to 15 
degrees. 

Plaster immobilization with a carefully moulded slab from the metacarpal 
heads to below the elbow is employed, and is usually required for five to six 
weeks; it is wise to take a check x-ray after one week as backward displace- 
ment may recur. In such a case, immobilization may have to be carried out 
with the wrist held more flexed, and with more ulnar deviation, although this 
makes finger movements more difficult and a more neutral position should 
be resumed after two weeks. If the radius is consminuted it may be advisable 
to use an above-elbow cast with the forearm in the mid-position between 
pronation and supination. Active finger, elbow and shoulder movements 
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must be carried out freely; there is no need for a sling after the first forty- 
eight hours. The patient should be warned that even after the fracture has 
united, pain may persist in the region of the ulnar styloid for some weeks. 

Another important wrist injury is fracture of the scaphoid, and when pain 
and swelling occur in the wrist after injury the diagnosis of sprain must not 
be made unless a fracture of the scaphoid has been excluded. This entails 
three weeks’ immobilization in a cast which includes the proximal phalanx 
of the thumb, followed by x-rays of the carpus in at least three planes. If 
no fracture line is visible, the sprain has been soundly treated by the im- 
mobilization; if a scaphoid fracture is present, the prompt and thorough 
treatment has rendered non-union less likely. 

In children who fall on the outstretched hand, a separation of the distal 
radial epiphysis may occur, or a fracture of the distal third of the shafts of 
the radius and ulna. The former injury is treated like a Colles’ fracture, but 


Fic. 3.—Preoperative and postoperative x-rays ot fracture ot the neck of the lett humerus 


the latter requires manipulative reduction and immobilization in an above- 
elbow cast. A fall on the outstretched hand or the shoulder or elbow may 
also result in a fracture of the clavicle. The bone ts broken at the junction of 


the outer and inner curves, and the weight of the arm displaces the outer 
fragment downwards and forwards, whereas the pectoral muscles pull it 
inwards. Reduction is effected by hyperextending the shoulders and elevat- 
ing the injured side; this can be done most easily by the three-handkerchief 
method or a figure of eight bandage, or a plaster cast, also using a sling to 
take the weight of the arm. Daily supervision is necessary and, when such 
treatment cannot be tolerated, the patient may have to be kept flat in bed 
for about three weeks with a small sandbag between the shoulders. 
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Falls on the shoulder may cause acromio-clavicular subluxation or dis- 
location if the conoid and trapezoid ligaments are ruptured, or, if the arm is 
abducted, the shoulder joint itself is quite easily dislocated. The acromio- 
clavicular injury is best treated by firm strapping passing over the outer end 
of the clavicle ane under the upper end of the ulna, also using a sling, but 
some cases ultimately require treatment by fascial reconstruction or screw 
replacement of the ligaments, or by excision of the outer portion of the 
clavicle. In shoulder dislocation, reduction as quickly as possible by traction 
together with smooth pressure in the axilla, or by Kocher’s method, must be 
carried out, but always accompanied by x-ray examination to exclude the 
presence of a fracture. This may occur in the greater tuberosity or neck of 
the humerus (fig. 3). In the latter situation, reduction of the dislocation is 
rendered difficult and may necessitate open operation. In all shoulder in- 
juries observation must also be made for damage to the circumflex nerve, 
which causes deltoid paralysis. 


SPINAL INJURIES 
A sudden heavy fall on the buttocks may cause a compression fracture in 
the lumbo-dorsal region, and this can easily be overlooked without an 
x-ray. When a spinal injury is suspected great care must be taken to avoid 
further flexion, particularly in the course of emergency transportation. The 
prone position on a rigid stretcher is advisable, and subsequent treatment ts 
carried out either by a hyperextension plaster jacket, as described by Watson- 
Jones, or by immobilization in bed with fracture boards and graduated 
hyperextension exercises for some weeks. On the whole, the prognosis of 
such an injury is good, provided care is taken to maintain the back muscula- 
ture. ‘I'he more severe fracture-dislocations are usually the result of more 
serious accidents. Contusion or fracture of the coccyx is also likely to occur 
and may result in persistent pain, which is characteristically aggravated by 
sitting. Although this pain tends to subside gradually, treatment by local 
anesthetic infiltration may be required and can sometimes be repeated 
several times with advantage. 

Persistent coccydynia may also be related to an intervertebral disc lesion 
at the lumbo-sacral level, so this also must be excluded both clinically and 
radiologically. In these cases a well-fitting surgical corset may provide 
dramatic relief even though the pain has been present for some time. 


CONCLUSION 
In this article it is not possible to describe in detail all the possible injuries 
which can occur under wintry conditions, but mention has been made of the 
commoner ones, and again attention is drawn to the likelihood of there being 
more than one lesion. The medical practitioner must not be blinded by the 


more obvious or major injury, and must also be prepared to make his initial 


diagnosis without the aid of x-rays. 





RECORDING VISUAL ACUITY* 


By J. R. MUTCH, M.D., D.O.ML.S. 
Consultant Ophthalmologist, North Eastern Regional Hospital Board (Scotland). 


‘THE recording of vision by the general practitioner is now such a usual 
procedure that it should be helpful, and ensure that the test be reasonably 
accurate, if a description of the underlying principles of the test be given 
with a description of the essential apparatus and technique used. 


VISUAL RESPONSE TO STIMULI 
The human eye actually responds to three different forms of stimuli: light, 
form, and colour. The stimulus given by light is the most primitive, and the 
stimulus by colour the most specialized. An eye suffering from progressive 
blindness first loses the sensation for colour, then for form and finally for 
light. When the visual acuity of an eye is measured, it is actually the form 
sense that is measured. 

The light sense.—During the war the light sense was of major importance 
to everyone as all had to live under black-out regulations, and with certain 
individuals, such as fighter pilots, their actual survival depended upon the 
proper functioning of the eye mechanism whereby it responded to varying 
degrees of illumination. 

Colour sense.-Colour sense is present phylogenetically in insects possibly, 
but certainly in birds and mammals. Defects in this sense are under control 
ot hereditary factors and are uncorrectable 

Form sense.—-Form sense can be defined as the recognizing of objects by 
their shape. Memory, experience and education play quite a considerable 


part in the accurate recognition of articles and objects. If a person is looking 


at something for the first time it cannot be named although it can be clearly 
seen, but if a name be given to it, then when seen again it can be recognized 
owing to its shape, colour, and size. This can be demonstrated quite simply 
by paying a visit to the seaside. A ship is seen on the horizon, but to anyone 
who is not familiar with shipping, the kind of ship cannot be named. ‘l’o an 
old seaman, however, the ship can be easily recognized as a drifter, trawler, 
or cargo-boat, and in all possibility the old seaman’s vision is not nearly so 
acute as the young visitor's vision. It has often been stated that savages have 
much better vision than the average human being, but this is not the case. 
It is only that they recognize certain things in nature that civilized persons 
do not usually come in contact with and so do not recognize. Seeing is not 
always believing and we often have eyes but see not. 


rHE MINIMUM VISUAL ANGLI 
Before an object can be seen, it must of course be illuminated but, in 
*This is one of the last articles written by Dr. Mutch before his death earlier this 
year 
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addition, it must be of a certain size. This statement, however, has to be 
qualified as it is not the size of the object that is the deciding factor, but the 
size of the retinal image that it produces (fig. 1). 

If we consider that the eye is a simple convex lens, then it produces a real inverted 
image of any object looked at, the size of the image depending upon the size of the 
object and the distance that it is from the eye. The nearer to the eye an object can be 
brought, the more clearly it can be seen. To put it another way, before an object 


6 


The minimum visual angle. 
visual angle of 5 min 
nodal point 15 mm. in front of the retina 
retinal umage of 0.002 mm. in size 
letter 8.7 mm. in size placed 6 metres from the eye 
letter 17.4 mm. in size placed 12 metres from the eye 
letter 34.5 mm. in size placed 24 metres from the eye 


can be clearly seen it must subtend a certain visual angle with the eye, the object 
having to be a certain size and placed at a certain distance from the eye. The angle 
has been found by experiment to be an angle of 1 minute, and if the object looked at 
be of a complicated design, then each component of the object must subtend an 
angle of 1 minute, the whole object subtending not less than a 5-minute angle. 
This can be illustrated by making a rough sketch of an eye, placing an object such 
as a letter of the alphabet in front of the eye, and drawing straight lines from the 
extremities of the letter through the nodal point of the eye to the retina. Now we 
know that the distance from the nodal point to the retina is 15 mm. approximately; 
if the distance of the letter from the eye is 6 metres then for it to subtend an angle 
of 5 minutes it must be 8.7 mm. in size. Then an object of 8.7 mm. in size placed at a 
distance of 6 metres from the eye produces an image of 0.002 mm. in size. It is 
assumed that an image of such a size covers the ends of three rods or cones. 


THE TEST TYPE 
The method universally used to measure visual acuity is for the patient to 
read letters of various size, the size of the letter being accurately constructed 
according to the above 5-minute visual angle, each limb of the letter sub- 
tending an angle of 1 minute. The visual test card has a single letter at the 
top which is marked 60; this means that it forms a 5-minute angle when 
read at a distance of 60 metres. All the other lines of letters are of such a 
size that the 5-minute angle is formed if read at the distance that the letter 
is marked, Other tests have been devised to take the place of a letter of the 
alphabet, such as the Landolt ring. ‘This is an incomplete circle, the opening 
being at a different place in each; or the letter E having its limbs pointing in 
different directions can be used, the test being for the patient to say where 
the opening in the ring is or in what direction the E is pointing. There is also 
a chart for illiterate children, pictures of animals or toys being substituted for 
the letters. Alphabet letters are possibly not the ideal test, as even at the 


present time patients present themselves for examination who are illiterate, 
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or nearly so. Patients also vary in their powers of concentration and per- 
sistence: 1.e., one patient makes an all-out effort to read as many of the 
letters as possible, whilst the other reads a few and has to be coaxed and 
persuaded to continue. In practice, however, it works very well, but several 
essentials have to be rigidly adhered to so that the test can be as standardized 
as possible. 

Before the test can be of any practical use, the vision of a person recorded 
in Aberdeen one week must agree with the recorded vision of the same 
person taken in London the following week. It is a curious fact, however, 
that the test is not standardized as it could be. During the war the War 
Office missed a golden opportunity for standardizing the test card. About 
ten or twelve letters could have been chosen and four cards constructed 
using these letters in different combinations. It is a fact which anyone can 
easily find out for himself by reading a test type, that some letters of the 
same size are easier to read than others. The biggest fault with the present 
test type, however, is the form of the letter used. A letter constructed in the 
non-serif form is much easier to read than the serif form. Also the distance 
between the letters varies, the line with larger spacing between the letters is 
easier to read than the line with the letters closer together. In choosing a set 
of charts, therefore, one must make certain that the shape of the letters is 
similar, preferably non-serif (fig. 2, 3). 

For adequate standardization, other factors besides the shape of the letter 
are essential and must be strictly adhered to; otherwise the test is inaccurate 


and misleading. The factors are: 
(1) The test type must be accurately constructed, kept clean, and renewed 


as the background becomes off-white. 

(2) The test must be uc ne at the exact distance of 6 metres. 

(3) The test type must be properly illuminated. 

The patient, of course, recognizes the letter from its contrast with the 
background of the card. When new, the letter is black and the background 
white; as time goes on the background changes from white to yellow and 
some to nearly brown. It is obvious therefore that unless the background is 
made of white glass or untarnishable material, the card will have to be 
renewed periodically. 


THE DISTANCE AT WHICH THE TEST IS DONE 
This is undoubtedly the most common single fault made in recording an 
accurate visual acuity. If the foregoing description of the minimum visual 
angle has been read and understood, it will be realized that unless the test be 
done at 6 metres the vision recorded will be false and of really no practical 
value. Six metres is of course equal to 20 ft. and few surgeries are of that 
length. This can be overcome, however, by two methods. (1) The test type 
can be in another room or passage and read by opening the door. (2) The 
better method is to use what is called the indirect method of sight-testing, 
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that is by using a mirror and test types with the letters laterally reversed. 
The laws of reflection are that a plane mirror forms an image as far hkehind 
the mirror as the object is in front and that the image is laterally reversed. 
In practice this means that the test can be accurately conducted in a room 
with a maximum length of 10 ft. If the measurements are near this, then the 
card is placed on one wall and the mirror on the other. It exactly 10 ft., then 
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Fic. 2—Test chart, non-serif Fic. 3——Test chart, serif type 
type 


the patient’s chair is placed below the card, but if it is 12 ft. the patient's 
chair is placed 4 ft. in front of the card, as with a room of 12 ft. the distance 
between card and image is 24 ft., but placing the chair 4 ft. in front of the 
card, the image is 20 ft. from the patient. I would emphasize at this point 
that the indirect method of sight-testing is not a makeshift: in fact it has 


certain advantages over the direct method : 
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(1) There is a great saving of space; provided that the mirror is true and 
kept clean, definition is as clear as with the direct method. 

(2) The illumination can be concentrated at one end of the room, i.e., over 
the chart. 

(3) A great saving in time and effort is made as the charts can be changed 
without shifting from the patient’s side. A line of type or individual letter 
can be pointed to, and the patient told to read it. This is hardly possible if 
the chart is 20 ft. distant. 

Many ophthalmologists prefer this method and practically all opticians 
use the indirect method. 


APPARATUS TO BE USED 

Test types.— The decision depends mainly upon what one can afford to pay. 
Excellent results can be obtained by using a cardboard card with black 
letters on a white background, the card to be printed on both sides. Per- 
sonally, I favour the four-sided test drum with all four sides a different 
combination of letters. If the indirect method is used, then the drum can 
be rotated by hand, whilst a cord with pulleys can be used to rotate the drum 
if the direct method is used. If something of a more permanent nature 1s 
wanted, the test type can be made of white glass with the letters worked into 
the glass. This can be washed and is practically indestructible. Both these 
can be made direct or indirect. If something more elaborate is wanted one 
can have an internally illuminated test cabinet: in some only one line of 
letters is shown at a time. The lantern colour vision test can be incorporated 
in the cabinet. 

Illumination.—Before the letters can be read they must be illuminated; 
this is obvious, but there is an ideal illumination and, of course, for this to be 
constant it must be artificial. Daylight varies not only from day to day, but 
from hour to hour. The ideal illumination has been worked out to be 20 ft. 
candles and this approximates closely to a hundred-watt pearl lamp placed 
inside a swan-necked metal reflector placed 18 in. in front of the test types. 
It is essential that the patient does not see the light and that the reflector is 
clear of the top letter. If an internally illuminated test cabinet is used, the 
light will be installed when the cabinet is received from the maker or advice 
will be given as to what strength of lights to use. 


HOW TO CARRY OUT THE TEST 
The patient is seated at the correct distance and the left eye occluded. The 
patient is then instructed to read the letters from the top of the card. If he 
reads all the letters of the line marked 12 and none of the letters of the line 
marked g, then the vision of the right eye is recorded R.V.--6/12. If he 
reads some of the letters of the 6/9 and is wrong with two of them, it is 
recorded R.V.=6/12, 6/9 (-2). The right eye is then occluded, the card 
turned, and the same procedure carried out. If the top letter is not seen, 
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then the patient is told to walk towards the card or the card is brought 
towards the patient. The distance is noted when the patient is able to read 
the top letter, the vision then being recorded: e.g. R.V.=4/60, if the 
distance between the card and the patient is 4 metres when the largest 
letter can be read. If no letters can be read at any distance, then a hand is 
held up in tront of the patient at one-foot distance and he is asked to count 
the fingers showing; if he can do this, the vision is R.V. counts fingers at 

ft. If this cannot be done, then the hand is moved in front of the eye and 
the patient is asked to say in what direction the hand is moving; it is then 
recorded R.V.=:hand movements. If hand movements cannot be seen, the 
eye not under test is obscured with a piece of cloth or cotton-wool, a light is 
shone into the other using a flash-lamp or an ophthalmoscope, and the 
patient is asked to point to the light, the direction of the light being fre- 
quently changed. If the light can be pointed to in all directions, the vision is 
R.V.=P.L. and there is no field defect; if the patient cannot point to the 
light when it is shone in from the temporal side, say, it would be R.V.=P.L. 
but defective projection to temporal side. 

The visual standard required for recruits called to the armed Forces 
during the last war was as follows: 


Standard 1—Unaided vision is not less than 6/6 in one eye and not less than 6/9 
in the other. 

Standard 2—Unaided vision is less than Standard 1, but is either not less than 
6/12 in each eye or is not less than 6/6 in the right eye and not less than 6/36 in the 
left eye. 

Standard 3—Unaided vision is less than in Standard 2, but vision can be corrected 


to at least Standard 2 
Standard 4—-Unaided vision is less than in Standard 2 and vision cannot be 


corrected to Standard 2, but can be corrected to at least 6/12 in one eye and to at 
least 6/36 in the other. This standard includes those men whose left eye is the 
‘master’ eye and whose vision, with or without correction, is not less than 6/12 in 


the left eye, and not less than 6/36 in the right eye 
Standard 5—The conditions in Standard 1 to 4 cannot be attained, but vision 


can be corrected to at least 6/24 in each eye 
Standard 6—Vision in one eye, with or without giasses, is not less than 6/12, and 
in the other is, with or without glasses, less than 6/36 but not less than 6/60 
Standard 7—Vision is below standards 1 to 6. 


If a myopia of more than minus 7 in any meridian is found in either eye, 
and there is not more than minus 2 myopia in any meridian in the other eye, 
he will be placed in Standard 6; if there is a myopia of more than minus 2 
in any meridian in the other eye, he will be placed in Standard 7. 

Men whose visual acuity is in Standards 1 to 4 will be placed in Grade 1, 
and those whose visual acuity is in Standards 5 and 6 in Grade 2. Those 
whose visual acuities are in Standard 7 will be placed in Grade 4. 

At the other end of the scale is the standard of vision required for blind 
certification. With both eyes together, vision must be less than 3/60, but if 
there is also a field defect present, a higher visual acuity may be allowed. 


The blocks for figs. 1 and 2 were kindly supplied by Messrs. Curry & Paxton Ltd. 





PANCREATITIS, ACUTE AND RELAPSING 


By GUY BLACKBURN, M.Cuir., F.R.C.S 
Issistant Surgeon, Guy's Hospital 


aND PAUL G. LARGE, MLS., F.R.C.S 
Senior Surgical Registrar, Guy's Hospital 


THE material here presented consists of 32 cases of pancreatitis, acute and 
relapsing, seen in the five-year period, 1947-1952. The diagnosis rested on 
clinical features, with a significantly raised serum amylase reading, in those 
treated conservatively, and laparotomy, with or without biopsy, in the 
remainder. 


ANALYSIS CF CLINICAL FINDINGS 
Etiology._-Eighteen cases of acute pancreatitis included 12 with previous 
gall-bladder disease (acute cholecystitis with stones 1; chronic cholecystitis 
with stones g, and without stones 2). ‘Two patients were severe alcoholics. 
Fourteen cases of relapsing pancreatitis, on the other hand, included seven 
with previous gall-bladder disease (acute cholecystitis 2; chronic chole- 
cystitis with stones 3, and without stones 2). Six patients had had a chole- 
cystectomy and one a cholecyst-duodenostomy. Only one patient was a con- 
firmed drug addict. 

In two patients, one with acute and the other with relapsing pancreatitis, 
the removal of a ‘I’-tube from the common bile duct appeared to be the 
precipitating factor in an attack. 

Thus, a young man had had a cholecystectomy for acute cholecystitis and the 
common bile duct was explored. Within a few hours of removal of the T-tube 
(10th dav) he developed severe upper abdominai pain and pain in the back, with a 
serum amylase of 1000. The condition subsided in a few days and he remains well 
three years later 

The second was a middle-aged man with reiapsing pancreatitis in whom a 
similar episode occurred 


It seems probable that both these episodes were due to edema of the 
papilla after removal of the tube, or reflux of bile into the pancreatic duct. 

Age.—The average age in the acute cases was 59 (extremes, 26 and 87), 
and in the relapsing 53 (extremes, 40 and 69). 

Sex.—The acute cases included 12 females and 6 males, and the relapsing, 
g females and 5 males. In acute pancreatitis, g of the 12 patients with gall- 
bladder disease were women and in the relapsing variety five out of seven. 

Previous diseases.—No other significant concomitant condition was found, 
apart from disease of the biliary apparatus. 

Signs and symptoms.—Pain was a constant feature in all cases, being 


epigastric in 14 cases of acute pancreatitis, with radiation across the abdomen 
in two and to the back in five. In nine relapsing cases with epigastric pain, 
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radiation to the back occurred in seven. In all the acute cases the pain was 
described as severe, being colicky in nine and continuous in the other nine. 
In relapsing pancreatitis it was severe and constant in eight and colicky in 
five. One patient made no complaint of pain. ‘The duration in the acute cases 
was up to ten days in 11 and between two and five months in the remainder. 
In the relapsing variety’ the attacks lasted ‘hours’ in seven and ‘days’ in 
four, but the average duration of the illness before diagnosis was seven-and- 
a-half-years. 
Fever._—This is not a feature of relapsing pancreatitis but occurred after 
the initial shock, and the temperature was subnormal in 10 acute cases. 
Vomiting occurred in 12 of 18 acute cases and in 6 of 14 relapsing cases. 
Pulse rate and blood pressure.—-No striking alteration is seen in either 
disease, although acute pancreatitis is occasionally associated at the outset 
with severe hypotension. 
Obstructive jaundice.—Six of the acute, and five of the relapsing, cases 
presented this feature. 
Abdominal signs can be summarized as follows: 
Acute Relapsing 
(total 18 cases) (total 14 cases) 
‘Tenderness 10 
Rigidity { 3 
*Bruising Oo 
Distension 1 (ascites) 


*1 in the epigastrium and 1 at the umbilicus. 


Metabolic disturbances.—The acute cases included three with transient 
glycosuria and one with steatorrheea. 

In the relapsing group, only one case had diabetes mellitus and bulky, 
offensive stools. 


This was a patient diagnosed as suffering from carcinoma at a laparotomy twenty- 
three years before her death. Necropsy showed a fibrous, cystic pancreas with normal 
islets and no suggestion of regeneration. The original laparotomy was carried out 
because of persistent obstructive jaundice, and her end state showed features of 
gross metabolic and nutritional disturbances—-hypoproteinamia, edema of legs, 
failure of protein digestion and mild diabetes. Dissection revealed an unobstructed 
pancreatic duct, opening into the duodenum separately from the bile duct, but 
with evidence of intraglandular obstruction 


Of the remaining cases, one had ‘sprue’ eight years before admission, 
which had lasted six months. This may or may not have been an expression 
of pancreatic insufficiency. 


ACCESSORY INVESTIGATIONS 
Serum amylase.—-The highest levels were found in the relapsing group: four 
cases showing 3,200, 1,800, 1,760 and 1,590 respectively. ‘The two highest 
figures in the acute group were 1,085 and 1000. In six acute cases the 
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serum amylase was not estimated, as the diagnosis was established by 
laparotomy or necropsy. In the remaining 12, the value was more than 500 
units (Somogyi) in five and between 300 and 500 in five. ‘T'wo cases, 


Fic. 1 (a) X-ray 
showing _ solitary 
pancreatic calcu- 
lus. (b) The calcu- 


lus 





estimated on the Wohlgemuth scale, showed values of 70 and 133 (normal 
10 to 20). 

The relapsing cases likewise showed five with values exceeding 500 
(Somogyi) and five with much smaller figures (less than 500). In four cases 
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no estimations were done. ‘The figure of 300 (Somogyi) units is taken as the 
diagnostic level. 

Urinary diastase.—Depression of the urinary output and the administra- 
tion of parenteral fluid naturally affect this variant. It was estimated in only 
four cases in each group, and the figures did not correspond with serum 
amylase determinations, which are regarded as much more reliable. 

Serum calcium.—This is of no value as a diagnostic test, but persistently 
low values below 7 mg. per cent. are prognostically unfavourable. 

White cell count.—Seven acute cases showed a figure exceeding 10,000 
per c.mm., the highest value being 48,100 (go per cent. polymorphonuclears). 
No determination was done in five cases. Conversely, only one relapsing case 
gave a figure exceeding 10,000. 

X-rays.—No calcification or calculi were seen in the acute cases. One 
relapsing case, however, showed diffuse calcification. The single stone 
illustrated in fig. 1 was from a case of Sir Heneage Ogilvie’s, to whom we 
are indebted for the films. 


TREATMENT 


Acute Pancreatitis 

Seven acute cases were subjected to immediate operation on account of 
doubt in the diagnosis. Of these, one died—there was an associated acute 
cholecystitis treated by cholecystectomy. One patient had a cholecyst- 
jejunostomy and two had a cholecystostomy, with recovery. One of these 


subsequently developed a pseudocyst, treated successfully by Roux-en-Y 
anastomosis to the jejunum. ‘The remaining case was closed without drain- 
age, developed a pseudocyst, which had to be drained, and finally lost his 
pain after splanchnic injections by the posterior route. Of the four cases 
treated conservatively, two died, and two recovered—so far as can be traced 

without untoward sequelz. 

Delayed operation.—Five delayed cholecystectomies were carried out 
without complications, and the common duct was opened in three, An 
Oddiotomy was done in one with marked improvement. 


Relapsing Pancreatitis 

Three cases had an immediate laparotomy in an exacerbation of pain, A 
cholecyst-jejunostomy in one was followed by partial pancreatectomy, cyst 
formation and ultimate death. A second had a cholecystectomy and sub- 
sequent bilateral splanchnic nerve injection, with complete relief. The 
third, which showed calcification, had a bilateral splanchnicectomy done 
above the diaphragm, but was only partially relieved. 

The other surgical procedures employed were: 


(1) Cholecystectomy and prolonged drainage of the common duct. Much 
improved. 
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(2) Oddiotomy and T-tube drainage of the common duct for three weeks, in a 
patient whose gall-bladder had been removed for acute cholecystitis a year before. 
Relief from her attacks of relapsing pancreatitis was dramatic 

(3) Exploration and biopsy only. No effect 

(4) Cholecystostomy and unilateral splanchnicectomy alone. No lasting reliet 

(5) Splanchnicectomy alone. Of doubtful value 

(6) Partial pancreatectomy (Whipple). Unjustifiably drastic 


DISCUSSION 
Acute pancreatitis may be the precursor of the relapsing variety and a 
better understanding of its pathology and treatment is the key to a difficult 
problem. The variety of operative procedures already devised to deal with 
the relapsing form of the disease suggests that none ts wholly satisfactory 
or universally applicable. One possible reason for this is that relapsing 
pancreatitis may be due to a number of causes and may be the expression, in 
different degrees, of the same process at different ages and with a varying 
tissue response. Acute pancreatic edema and acute hamorrhagic necrosis 
are the recognized types of ‘acute pancreatitis’ and it is possible, though not 
proven, that fibrosis and calcification in the pancreas are the respective 


sequelz. 


Etiology 

Experimental work, particularly by Popper, Necheles and Russell (1948), 
points to ischemia as the factor which converts pancreatic edema into 
pancreatic necrosis in animals. Temporary occlusion of the gastro-duodenal 
artery for 30 to 40 minutes per day actually produces the transformation, 
when ligature of the cisterna chyli, temporary clamping of the portal vein 
and shock produced by trypsin or gross trauma have all failed. ‘This clearly 
cannot be verified in the human subject, but there is nothing to suggest that 
ligature of the gastro-duodenal artery (often required in dealing surgically 
with a case of hamatemesis) will induce any macroscopic or microscopic 
change in the gland. 

The anatomical arrangement of the ducts is probably the most important 
consideration. Reflux of bile into the pancreatic duct favours the develop- 
ment of pancreatitis and Popper has shown that the common bile duct and 
pancreatic duct opened together in 89 per cent. of a large series of cases. 
Preoperative cholangiography repeatedly demonstrates a similar reflux, with 
an even higher figure when a duct of Santorini is present. 

Spasm of the sphincter of Oddi next merits attention and this may be 
produced in a number of ways—N/10 hydrochloric acid applied to the 
papilla, gastro-duodenitis, stone, and even drugs such as morphine and its 
derivatives. Doubilet and Mulholland (1948) have shown that the spasm 
induced by acid on the papilla is abolished after section of the sphincter 
muscle, and base their observations on endocholedochal sphincterotomy 
primarily on this fact. Kymographic studies of a T-tube in the common duct 
have likewise played a part in studying the several effects of drugs. 
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Trauma, vascular injury and infection are the remaining possible etio- 
logical factors, and it is generally agreed that at least 70 per cent. of cases 
of pancreatitis show some evidence of infection in the biliary tract. Even in 
the newborn, in whom pancreatitis rarely occurs, two-thirds of the cases 
have gall-stones. In adults, the figure is approximately the same and 
common-duct stone is present in no more than 5 per cent. 


Treatment 

A conservative attitude is now generally adopted in the management of 
acute pancreatitis, when diagnosis has been rendered possible by serum 
amylase readings. If the condition is found unexpectedly at laparotomy, the 
wise course is to close the abdomen without drainage. Splanchnic injection 
(Ochsner) is more efficacious. Nothing so succinct, however, can be said of 
the management of the associated bilary disease or of relapsing pancreatitis 
Cholecystostomy, even in the absence of gall-bladder disease, has had its 
adherents, but, when gall-stones or cholecystitis are present, our preference 
is for cholecystectomy. Exploration of the common duct in these circum- 
stances turns on any abnormality it shows—in respect of dilatation or 
thickening—and on a history of jaundice. Furthermore, if a stone or stones 
in the lower end of the duct prove difficult to remove, transduodenal ex- 
ploration should be undertaken. A cholangiogram on the operating table 
will always help to elucidate the picture and we would suggest its routine 
use in all cases before definitive surgery, to detect small impalpable stones 
and to define the anatomy of the duct junction at the papilla. N/10 hydro- 
chloric acid can be injected down a duodenal tube to abolish sphincter 
spasm, and this may help particularly in appraising sphincterotomy. 

It is, however, in the treatment of recurrent attacks of pain in relapsing 
pancreatitis that the greatest difficulty and difference of opinion exist. 
Bilateral splanchnic nerve section, successful in some of our cases, is really 


only symptomatic treatment and, in order to be radical, should be pre- 
ganglionic and therefore thoracic. This involves an operation not permitting 
inspection of the upper abdomen and the resulting denervation. masks 


subsequent attacks of pancreatitis. 

Endocholedochal sphincterotomy, as advocated by Doubilet and Mul- 
holland, seems preferable, and transduodenal exploration of the region of 
the ampulla with preoperative cholangiography may perhaps be a satis- 
factory alternative or adjuvant measure. 

Gastrectomy, with vagotomy to reduce the production of secretin, does 
not really represent a direct attack on the problem. Likewise, anastomosis 
of the pancreatic duct to a long loop of jejunum over a T-tube in the mid- 
portion of the pancreas (Whipple, 1942, 1946, 1948-49) is palliative rather 
than curative. 

Direct operations, perhaps, merit most consideration in the treatment of 
this disease, but the results of resection fail to justify it—the mortality at the 
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moment is too high. ‘The patients, moreover, are often drug and alcohol 
addicts by the time that pancreatectomy is considered —-a state of affairs not 
necessarily altered by operation. 

More promising may be the work of Bowers and Greenfield (1951), who 
advocate a choledocho-jejunostomy en Roux 


The common duct is transected where it enters the pancreas and is anastomosed 
to the jejunum in a retrocolic position two feet from the flexure. An end-to-side 
jejuno-jejunostomy ts done 20 inches below this. ‘The gall-bladder should be removed 
and the operation is similar in many respects to Allen and Cole's procedure for 
strictures of the common duct. It is, however, too early to speak of results 


Finally, the question of pancreatic calculi and calcification may pose a 
surgical problem. As Eliason and Welty (1948) have shown, calculi are 
commoner in the head than in the tail and a quarter of the patients give a 
history of jaundice. Multiple caiculi are commoner than single, and biliary 
tract disease may not be demonstrable. Simple removal of the calculi is the 


procedure of choice. On the other hand, calcification is more often a sequel 


of recurrent pancreatitis and it is therefore treated along similar lines. The 
results, however, still leave much to be desired, and any follow-up of cases 
of this kind contains a hard core of examples resistant to all forms of 


surgical therapy in vogue at the present time. 


CONCLUSIONS 

(1) Acute and relapsing pancreatitis appear to be variants of the same 
pathological process. 

(2) A conservative attitude is favoured in acute pancreatitis, in which 
splanchnic nerve injection may be useful 

(3) Serum amylase readings are valuable in establishing the diagnosis. 

(4) Coincident biliary tract disease should be eradicated. 

(5) The anatomical arrangement of the common bile duct and the pan- 
creatic ducts is the most important etiological factor. It forms the basis of 
Oddiotomy. 

(6) ‘T'ransduodenal exploration of the ampulla ts often necessary 

(7) Operative cholangiography is helpful. 

(8) The results of all forms of surgical treatment still leave much to be 


desi red. 
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THE TREATMENT OF PERNICIOUS ANAMIA 
AND ALLIED MEGALOBLASTIC ANA:MIAS 


By R. O. GILLHESPY, M.D., F.R.C.P. 


Physician in Charge of the Hamatological Clinic, 
Dudley Road Hospital, Birmingham 


The therapeutic substances available for the treatment of pernicious anaemia 
and the allied megaloblastic anamias are liver, given orally or by injection, 
and injection of vitamin B,, (injection of cyanocobalamin, B.P.). Other sub- 
stances capable of changing megaloblastic hemopoiesis to normoblastic are 
folic acid, folinic acid, thymine, thymidine, uracil, yeast preparations, and 
large doses of penicillin by mouth. Folic acid is the only preparation out of 
this latter group used to any extent in the treatment of these conditions. 


LIVER PREPARATIONS AND CYANOCOBALAMIN 


Liver by mouth._-Eight ounces (230 grammes) of raw liver must be eaten 
daily; this method of administering liver is seldom used. Other oral pre- 
parations available are liquid extract of liver, which is expensive and, in my 
experience, not dependable, and proteolysed liver, which is a papain digest 
of raw liver. Proteolysed liver is dependable and is dispensed as a dry 
powder: 1 gramme contains the equivalent of 6 grammes of fresh liver; the 
daily requirement of 30 grammes is usually divided into three doses. 

Liver by injection..-Many potent extracts of liver suitable for parenteral 
injection are available and vary in the degree of their refinement. ‘The crude 
extracts are those which have only been refined sufficiently to make them 
safe for injection, whilst the refined extracts contain only a very small 
quantity of inert material. 

The potency of the oral preparations and the parenteral injections can 
only be measured by giving a test dose to a patient with pernicious anemia 


in relapse and assessing the clinical response to this dose by estimating the 


maximum reticulocyte response and the time that the red cell count and 
hzmoglobin concentration take to return to normal. 

The active principle of the parenteral preparations is thought to be 
vitamin B,,, but in the oral liver preparations there are other hemopoietic 
factors present, such as folic acid and folinic acid. 

Vitamin B,, was isolated from liver in 1948 by Rickes and his colleagues 
in the United States and Lester Smith in Great Britain. It is a red crystalline 
substance and when given intramuscularly in minute quantities it can 
effectively control many of the anzmias in this group. A big advantage is 
that this vitamin can be accurately measured quantitatively by microbio- 
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logical assay. The vitamin acts under the conditions of the assay as the 
growth factor for Lactobacillus lactis, Lactobacillus leichmannii, and Euglena 
gracilis. Recently, vitamin B,, has been found to be a group of four vitamins 
(Smith, 1951). All these forms vary in microbiological activity and all are 
equally effective in their clinical activity. 


SCOPE OF INVESTIGATION 


The present series of g8 cases of megaloblastic anamia includes go cases of 


pernicious anzmua, five of megaloblastic anamia of pregnancy and three 
following partial gastrectomy. All the patients in this series were admitted 
to hospital and thoroughly investigated. A diagnosis of pernicious anaemia 
was made only in the presence of a severe macrocytic anamia, a megalo- 
blastic response in the bone marrow, a histamine-fast achlorhydria, a 
slightly raised serum bilirubin and a negative barium meal. After the patient 
had been given the prescribed preparation, whether liver or cyanocobalamin, 
he was kept in hospital without any other form of treatment on a normal 
ward diet until the hemoglobin concentration had risen to over 70 per cent. 
After discharge all patients were followed up in a special clinic for at least 
SIX months; the majority have been followed for two to four years. No 
patient was switched from one preparation to another unless there had been 
consistently subnormal blood counts for periods of six months to a year, as 
I do not consider one or two low blood counts to be of any significance. 


RESULTS 

In the first instance, 55 cases were treated with crude or refined potent liver 
extracts, and all had an effective reticulocyte response; in 26, the hemoglobin 
and red cell concentration rose satisfactorily to within normal limits in a 
reasonable space of time and have remained there for periods ranging from 
one to six years. ‘Twenty-nine either failed to reack a normal figure or, 
having reached a normal figure, failed to maintain it. All these twenty-nine 
cases were then placed on cyanocobalamin. ‘Twenty-two had further signifi- 
cant rises in the hemoglobin concentration and red blood cell count, but 
seven remained more or less as they were previously. ‘These seven were then 
given proteolysed liver by mouth, and five had a satisfactory rise in the 
hzmoglobin concentration and red blood cell count. The remaining two 
were unaffected and have subsequently failed to improve on other liver 
extracts (table 1). 

‘Twenty were initially placed on proteolysed liver. All had a favourable 
initial reticulocyte count, and in fourteen the red blood cell count and 
hzmoglobin concentration have remained at satisfactory levels; in six, 
however, there has been a subclinical response. ‘Three subsequently im- 
proved following injections of cyanocobalamin and one following parenteral 
liver extract. The other two remained subnormal despite treatment with 
other extracts and proteolysed liver (table 2). 

Fifteen cases were initially treated with cyanocobalamin, with a satisfactory 
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initial reticulocyte response, and the red blood cell count and haemoglobin 
concentration returned to normal in ten cases. Of the remainder, three have 
subsequently responded more satisfactorily to liver extracts, whilst two have 
been uninfluenced by either proteolysed liver by mouth or further injections 


of liver extract (table 3). 





No Satisfactory 
Mode of treatment 
treated response in 


Liver extract 
Cyanocobalamin, following unsatisfactory response to liver 


tract 
Proteolysed liver, following unsatisfactory response to liver 


tract and cyanocobalamin 





TABLE 1.—Results in §5 cases of pernicious anemia initially treated with liver extract 





Mode of treatment we pescrenmmnnng 

treated response in 

Proteolysed liver 20 14 

Cyanocobalamin, following unsatisfactory response to pro- 
teolysed liver 

Liver extract, following unsatisfactory response to proteolysed 

liver and cyanocobalamin 3 


6 











TABLE 2.—Results in 20 cases of pernicious anaemia initially treated with proteolysed liver 





No Satisfactory 
Mode of treatment treated response in 


Cyanocobalamin 10 


Liver extract, following unsatisfactory response to cyanoco- 
balamin 

Proteolysed liver, following unsatisfactory response to cyanoco- 
balamin and liver extract 











TABLE 3.—Results in 15 cases of pernicious anamia initially treated with cyanocobalamin 


These results clearly show that all three preparations may produce a 
satisfactory initial haemopoietic response and in the majority of cases the 
disease is adequately controlled with injections of either liver or cyanoco- 
balamin, but in a few cases proteolysed liver by mouth seems the most 
effective form of treatment. 

Of the three cases following partial gastrectomy, two were successfully 
treated with a potent liver extract and one with cyanocobalamin, and of the 


five cases of pernicious anaemia of pregnancy two were successfully treated 


with folic acid and three with proteolysed liver by mouth. 


DISCUSSION 
It is generally accepted that liver by mouth, including proteolysed liver, 
crude and refined liver extract by injections, and injections of cyanocobalamin 
are all effective in the initial treatment of pernicious anaemia, and my results 
support this view. It is only their relative effectiveness over prolonged 


periods that is in doubt. 
During the past few years reports have been published which have 





TREATMENT OF PERNICIOUS ANAEMIA 651 


stressed the value of cyanocobalamin in the treatment of pernicious anemia 
in relapse. 

Blackburn et al. (1952) treated ten patients with liver extract before changing over 
to cyanocobalamin, and reported that when cyanocobalamin was given in adequate 
amounts (50 microgrammes every fortnight) the hamatological response was better 
than that with the liver extract. They recommended that pernicious anamia should 
be treated with cyanocobalamin rather than with liver extract. Walker and Hunter 
(1952) reported that a single injection of 1 mg. of crystalline vitamin B,, will provide 
a satisfactory treatment for pernicious anemia for a minimum of 81 days and as long 
as 253 days. Other observers, amongst them Ungley (1951) have also reported 
favourable results with cyanocobalamin. 

On the other hand, evidence has been produced which may suggest that 
cyanocobalamin is not the perfect treatment for pernicious anaemia. 


Thus, Meacham (1950) reported that 13 out of 30 patients treated for five to 
fourteen months with cyanocobalamin had a fall in the red blood cell count of over 
500,000 per c.mm. and explained these results by contending that the cruder liver 
extracts contained, in addition to vitamin By», other accessory factors necessary for 
the maintenance of normal hemopoiesis. Goldsmith (1951) reported a gradual fall 
in the red blood cell count in two patients with pernicious anemia treated with 
cyanocobalamin for a period of several months. Beard (1950) after transferring 37 
cases from liver extract to cyanocobalamin, in a dose of 30 #g. a month, found 
immediate improvement but, after seven to eleven months, the blood count fell 
away again, whilst Wilkinson (1950) also found that cvanocobalamin, in doses of 20 
to 60 wg. weekly, did not cure glossitis and resulted in low blood cell counts 


A detailed analysis of the results of my series indicates that in the long- 
term treatment of the majority of patients with pernicious anaemia cyanoco- 
balamin is as effective as parenteral liver injections or liver by mouth. ‘They 
also show that in certain instances proteolysed liver by mouth is the prepara- 
tion of choice. Whereas these results add further proof to that already 
gathered by other workers of the effectiveness of cyanocobalamin as a thera- 
peutic preparation, they also indicate that the view held by Blackburn et al. 


(1952) was not wholly justified, when they categorically stated that all cases 


of pernicious anamia should be treated with injections of cyanocobalamin. 

When the disease is better controlled by proteolysed liver, this satisfactory 
action can be explained by the fact that folic acid, folinic acid, ascorbic acid, 
and cyanocobalamin are all present in proteolysed liver but not in the more 
purified parenteral extracts or in cyanocobalamin, and it appears reasonable 
to argue that these missing factors have been responsible for bringing about 
the further improvement. 

The individual response to any preparation must vary. The amount of 
hzmopoietic factor contributed by each patient must be different. Except in 
the case of cyanocobalamin, the potency of which can be accurately measured, 
there is a variation in the amount of the haemopoietic factor present in the 
various preparations. This has recently been demonstrated by Girdwood et 
al. (1950). When proteolysed liver is taken by mouth the amount which is 
absorbed from the alimentary tract must be influenced by local conditions 
in the intestines. ‘The blood count can be depressed by the coexistence of an 
untreated iron-deficiency anemia, the presence of sepsis or other chronic 
infections, the insidious onset of any other serious disease, such as car- 
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cinoma elsewhere in the body and aplasia of the bone marrow. In my 
series every effort was made to eliminate these and other adverse conditions 
before attempting to compare the effectiveness of the various preparations. 

Folic acid was not used in the treatment of the patients with pernicious 
anzmia in this series as it has been conclusively proved that it does not 
prevent the onset of subacute combined degeneration of the cord or halt its 
progress when it is present before treatment is begun. 

I am firmly of the opinion that parenteral injections of crude or refined 
liver extracts, injections of vitamin B,,, and proteolysed liver by mouth can 
bring about an effective improvement in the initial stages of the treatment of 
pernicious anamia. It does not seem to matter which preparation is used 
provided a potent one is chosen. In the long-term treatment of the disease,’ 
however, the position ts quite different, and I am convinced that a certain 
number of patients with this disease cannot be adequately controlled without 
injections of cyanocobalamin plus parenteral liver extract as well as, in 
selected cases, proteolysed liver by mouth. 


SUMMARY 

(1) The value of cyanocobalamin and of the various forms of liver has been 
assessed in the treatment of go cases of pernicious anzwmia, five of 
megaloblastic anemia of pregnancy, and three of megaloblastic anamia 
following partial gastrectomy. 

(2) The results indicate that in pernicious anamia all three preparations 
may produce a satisfactory initial haemopoietic response and in the majority 
of cases the disease is adequately controlled by injections of liver or by 


cyanocobalamin. In a few cases, however, proteolysed liver by mouth would 


appear to be the most effective form of treatment. 

(3) Of three cases of megaloblastic anemia following partial gastrectomy, 
two were successfully treated with liver extract and one with cyanocobalamin, 
and of the five cases of megaloblastic anaemia of pregnancy, two were 
successfully treated with folic acid and three with proteolysed liver by mouth. 


My thanks are due to Messrs. Paines & Byrne Ltd., for giving me a generous supply of 
proteolysed liver which was used throughout the work 
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GENERAL PRACTITIONERS’ FORUM 
ASPHYXIA AND STILLBIRTH 
By W. N. LEAK, M.D 


THE report of the Medical Research Council for 1951-52 gives prominence, 
among other things, to the problem of stillbirth. ‘To quote from the summary 
in the British Medical Journal (July 25, 1953, p. 199): ‘While in the last 20 
years the maternal mortality has been quartered, stillbirths and neonatal 
births have shown no comparable decline. In Aberdeen socio-medical 
studies are defining some of the causes of this wastage. It is known that those 
stillbirths which occur without warning and for no obvious reason are 
generally due to asphyxia. Now it has been shown that they are associated 
with post-maturity, and further that the post-mature infant has an 
abnormally low blood-oxygen level; a low fatal blood-oxygen is also found 
in some other pathological states of pregnancy’. Nearly every word of this 
summary is of importance, particularly on the close relationship between 


neonatal death and asphyxia. There can therefore be no doubt about the 


need for a review of present teaching and a consideration of the obstacles to 
improvement and the way this may be sought. Ideally this should be done by 
a person of consultant rank, which I certainly do not claim to be, but, as I 
hope to show, there are advantages in giving the viewpoint of a general 
practitioner, who is perhaps even more likely to meet the problem than those 
working in hospitals with all facilities to hand. 


WHAT THE TEXTBOOKS SAY 
Being particularly interested in the problem of asphyxia neonatorum I read 
the treatment advised in every textbook I could lay my hands on. Con- 
ditions did not enable me to tabulate them all but there was a remarkable 
unanimity about the use of lobeline, although some rather favoured niketh- 
amide instead. Most of them mentioned administering it by the umbilical 
vein and milking it aleng; several drew attention to the uncertainty and 
occasional difficulty of this method, and a very few suggested that it should 
be administered straight into the left ventricle, which is an easy procedure 
The majority expressed doubt whether lobeline has any really beneficial 
effect at all, and some included nikethamide in this dubiety. All, of course, 
mentioned the importance of ensuring a clear airway; some mentioned in- 
tubation if the necessary skill and apparatus are available, and all, I think, 
stressed Dame Louise Mcllroy’s insistence that asphyxia pallida is essentially 
a condition of shock and should be treated as such. Finally, there was a 
certain cautious mention of the old-fashioned methods of cutaneous stimula- 
tion, roundly condemned in most cases but less strongly so, I think, in the 
more modern textbooks. ‘There is seldom, if ever, any mention of the con- 
ditions referred to in my opening paragraph as factors which may lead to 
stillbirth. On the physiology of the condition perhaps half the textbooks 
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make some reference to Sir Joseph Barcroft’s work (of which more anon), 
but most of the references are rather perfunctory, few suggest any first-hand 
study of it, and only two seemed to me to show any real effort to integrate his 
experimental findings with the practical problems of treatment. 

I believe that this survey, though somewhat sketchy, is a reasonably fair 
indication of what textbooks are saying, although the teaching of individual 
professors may naturally differ from what I have summarized. The im- 
pression that was left on me is that, whilst it is a common saying that state- 
ments made in one textbook are often slavishly copied in others, this was 
more than usually true about the treatment of asphyxia in the newborn. 
Further consideration suggested the almost inevitability of this, for, in spite 
of the recent work that has been done on factors favouring stillbirth, it re- 
mains true that in most cases it still presents itself as an isolated or un- 
expected event, and that unless the writer happened to be actually on the 
spot at the moment he would not be there in time either to see or supervise 
the treatment, and so his statements would be likely to be secondhand. 
Furthermore, as poor midwifery certainly has some bearing on the occur- 
rence of these cases, it is not to be expected that they would be anything like 
so common in the practice of specialists and those who write textbooks, as 
in that of humbler fry. Finally, the strict rules governing the conduct of 
labour ensure that it should be properly conducted but also minimize the 
opportunity of any experiment unless directly authorized from above by one 
who is, in fact, seldom there to test or try out any new idea. This is almost 
certainly the reason for the marked hesitation about the value or otherwise 
of lobeline and other drugs. The writer of the textbook either draws on his 
experience when a relative junior and uncertain of his own judgement or he 
falls into line with the opinion expressed by others. 

The general practitioner is in a very different position. He may be more 
unskilful and so tend to get more cases of asphyxia. Until recently it was not 
at all uncommon for him not to see the woman for the first time until well 
advanced in labour, so that he could hardly be held responsible for any 
difficulties encountered. Furthermore, he works in isolation and often far 
from any properly equipped hospital (the nearest maternity home to me, 
after years of endeavour on the county council and in other ways, is still over 
14 miles away, and I am in a well-populated area). Finally he is in undisputed 
charge of the case; if he does not save the child’s life nothing else will, and 
it is therefore legitimate for him to do anything he reasonably can, for if he 
fails the child is dead. Advance is therefore almost as likely to come from 
general practice as from hospital, especially if the practitioner should happen 
to stumble on one of those ‘lucky accidents’ which Sir Henry Dale so 
modestly says have often helped him on to the right path in his researches. 
Before, however, I describe my lucky accident and what it led to in collabora- 
tion with the late Sir Joseph Barcroft, which in itself was a very lucky 
accident, I should try to give some idea of Barcroft’s researches, for they are 
fundamental to any scientific approach to the problem of neonatal asphyxia, 
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but they are neglected by many obstetricians and are often not appreciated in 
general practice. Although academic they are most practical 


SIR JOSEPH BARCROI r’Ss CONTRIBUTION 


Barcroft’s classical experiments on intra-uterine respiratory movements 
were performed on sheep, whose period of gestation is five months. He 
showed that the first sign of sensibility was about the 34th day, when 
touching the area over the Vth nerve on the cheek was followed by a sort ot 
inspiratory jerk of the foetus. ‘The area of sensitiveness rapidly extended, and 
with it the response to stimulation became first two jerks and then a suc- 
cession of jerks, at first involving the diaphragm and later on the intercostals, 
till finally practically full respiratory movements followed each stimulation, 
which was an external stimulus to the skin of the feetus 


‘Before the soth day asphyxia in the sense of occlusion of the cord ts never found 
to initiate a respiratory rhythm. Therefore a connexion between the intensity of 
effort and the consequent respiratory response seems to be a fundamental property 
of the central nervous system, and is discernible before any regulation of respiration 
by carbonic acid or the like takes place’ 


Within the next ten days a great change takes place; with the growth of 
the brain marked inhibition occurs, which lasts practically till birth. But if 
the cord is occluded, i.e. asphyxia induced, the faetus becomes responsive 
again to stimuli, and the longer the asphyxia the earlier the type of response 

‘One can only infer that occlusion depresses each mechanism, and that it depresses 
them in the reverse order from that in which they are developed. As the higher ones 
go, the lower ones are left at the mercy of such sensory stimuli as remain able to 
play upon them’ 

In other words, although oxygen is essential for the functioning of the 
brain, until the brain is fully functioning respiration depends upon the 
respiratory response to stimuli which ‘seems to be a fundamental property 
of the central nervous system’ and not on ‘any regulation of respiration by 
carbonic acid or the like’, or, looked at clinically, asphyxia pallida is a pure 
nervous shock and not a vascular one and requires quite different treatment. 

In short, Sir Joseph Barcroft showed that whatever it was that caused the 
first breath it was not asphyxia; if a factus did not breathe it was not through 
lack of oxygen, although lack of oxygen could depress the response to 
cutaneous and other stimuli to the succession of gasps, or even the single 
gasp following a stimulus with which probably most of us are only too 
familiar. Whilst he lists the many new stimuli which reach the fetus as it 
emerges, there is no doubt as to which Barcroft considered the most im- 
portant. In his Linacre lecture he writes: 


‘Among specific sensations acting outside the body, pain (if such a word can be 
applied to the experiences of an organism so anoxami that it can have no real 
consciousness) can have a dramatic effect. ‘There can be no more specific reaction 
than that of the gasp in a refractory rabbit's foetus when the ear is firmly pinched’ 


This teaching was, of course, anathema to those who believed that the 


asphyxiated fetus was in a state of shock and should be treated with the 
utmost gentleness. He had already pointed out that nature had provided that 
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when a lamb is dropped it should fall on its nose, which was the earliest area 
to show any response to stimulation, so that the maximum stimulus should 


be applied to the most sensitive area to ensure that the lamb should take its 


first breath. He hinted at the great pressure to retract from this position in a 
letter he wrote to me in September 1952: 


‘As regards the vigour of the applications desirable to induce respiration I watered 
what I said down a good deal from what I had put in the original draft of the 
Linacre Lecture because it alarmed some of my friends’ 


With this personal note I pass on to the clinical application of this work, in 
which I must draw mainly on my own observations which were submitted to 
Sir Joseph from time to time in a correspondence which ended the day be- 
fore his death when he returned with approval a memorandum I had 
submitted to him on the wider aspect of his work on asphyxia in general. 


SOME CASE RECORDS 
The ‘lucky accident’ which befell me was nineteen years ago when a baby 
would not breathe and I found I had no lobeline in my case. In despair | 
gave it 0.5 ml. of ‘cardiazol-ephedrine’, which I had used several times 
before in cases of poor respiration under anzsthesia. ‘The response was so 
dramatically prompt and vigorous that I had already used it several times 
with success when | heard Barcroft lecture at Aberdeen and learned the 
importance of cutaneous and other stimuli in initiating respiration. ‘Think- 
ing the matter over, it seemed clear that if a baby did not breathe it required 
a still stronger stimulus or something which would exalt the sensitivity of 
the brain so that it would respond to a stimulus to which it had been inert. 


‘This was particularly borne in upon me when, in December 1939, a baby showed 
no response at all to my usual injection of 0.5 ml. of ‘cardiazol-ephedrine’, so after 
some seven or eight minutes of ineffectual efforts at resuscitation I gave another 
0.5 ml. into the left ventricle. I had hardly withdrawn the needle before the baby 
began to cry lustily. ‘That this prolonged apnoea has had no bad effects on the brain 
may be inferred from the fact that the boy won a scholarship and, although his 
younger brother has rather bad epilepsy, he is quite normal in this respect 

It may be poor midwifery or the circumstances in which I have to work, but I 
have had several other cases in which I have had to give ‘cardiazol-ephedrine’ into 
the ventricle; always, I am glad to say, with good results, and the children seem, if 
anything, unusually bright, showing that it is well worth trying to revive these 
refractory infants. Incidentally, my six worst cases were boys 

One case only I am not sure about. ‘The mother had an unusually rapid birth in 
the later stages but for some reason the babe did not breathe till it had had both 
subcutaneous and intracardiac ‘cardiazol-ephedrine’. After this he did perfectly 
well, but after the war his family went back to London and about two years later he 
seems to have had some sudden illness and died very quickly. I could not find out 
exactly what the trouble had been, but I hardly think it was due to the difficulty with 
his first breath 

My worst case was a confinement to which I was called at a late stage, never 
having seen the woman before, and it proved perhaps the tightest forceps in my 
experience. ‘he babe did not breathe after 0.5 ml. subcutaneously and then intra- 
ventricularly, and after a quarter of an hour I was about to give up when the nurse 
said she thought she had seen a slight flutter of the chest wall, so I gave a further 
dose—making 1.5 ml. in all—after which the infant began to breathe very slowly, 
and after three-quarters of an hour's work respiration became satisfactory. He had 
no infantile troubles, but three years later he had a bad attack of poliomyelitis and, 
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although severely crippled, is now doing well with private tuition and mentally is 
very alert. 

One other case is worth quoting. In 1942 Sir Joseph had written to me ‘What I 
found useful with lambs was really to open the cock of the oxygen cylinder so that 
one projected a blast of oxygen in the face of the foetus sufficient to make it jerk its 
face away, and in so doing it gave a gasp and took in the copious supply of oxygen 
from the air around. If you are not afraid of this procedure I should be greatly 
interested in seeing how you get on’. As a general practitioner I was not likely ever 
to have such an opportunity, but unexpectedly it came several years later when at a 
Cesarean section the baby for some reason failed to breathe. I turned on the oxygen 
full blast while a nurse held the infant upside down but after about three minutes, 
as nothing happened except that it was getting badly chilled, we laid it down, gave 
it 0.5 ml. of ‘cardiazol-ephedrine’ into the ventricle and in a few seconds it was 
crying lustily and did quite well 

My last very instructive case was a baby who breathed promptly and well, but for 
some reason the respiration became weaker and weaker and in about half an hour 
ceased completely. Just before this I had given him o.5 ml. ‘cardiazol-ephedrine’ 
subcutaneously, but when it seemed the child had expired I gave o.5 ml. into the 
heart and he immediately revived and during the five years since then I do not think 
I have had to attend him once. He is now a robust intelligent child and enjoying 
school. 

Most people would probably say that this child had some intracerebral 
injury, and it is quite possible that others of my cases have had them too, 
but so far my experience leads me to believe that the brain, which seems to 


be adapted to anoxamia and squeezing during birth, is very tolerant of 


injury so long as full oxygenation is rapidly established and maintained. 


‘Trouble seems more likely to develop when respiration is feeble, as it some- 
times is, for hours. Many of these cases die from pneumonia and other 
troubles, being the largest class of neonatal deaths, and it is this fact, among 
others, which makes the administration of ‘cardiazol-ephedrine’ so valuable. 
It is simple and safe to give, its results are practically immediate and there is 
none of the doubt that there is with lobeline and nikethamide about whether 
or not it has any affect. My patients have now lived long enough to establish 
that by employing this method we are not saving children to grow up as 
idiots, nor do we damage the heart, and sterility of injection can be assured. 
‘There remains only the discussion as to why the preparation acts so well and 
how it ties up with Barcroft’s researches. 


DISCUSSION 

The importance of Barcroft’s researches is not limited to neonatal asphyxia, 
for he revealed a basic mechanism of respiratory movement which is almost 
totally ignored by clinicians as well as obstetricians. He showed that the 
fetus develops a complete system of respiratory response to stimulation or 
movement, which ‘seems to be a fundamental property of the central 
nervous system’, before any question of oxygen control exists. It is a sort of 
subconscious to the autonomic system which responds to stimuli in- 
dependently of the supply of oxygen (for the lungs are still solid when it 
is developed), although the type of response in the fully developed brain is 
governed by the extent of its oxygenation or asphyxia. 

Until the baby is breathing well its respiration is actually carried on by 
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this sub-autonomic system of response to external stimuli. I well remember 
a very feeble infant who had been kept alive for some hours by the nurse 
giving him little taps after which he would take one or two gasps, and then 
relapse until tapped again. When I, with superior knowledge, took over and 
refrained from this ‘cruelty’ the babe promptly died. It was at the very 
lowest or earliest level described by Barcroft and never got enough oxygen 
to lift it to the higher stages. No doubt ‘cardiazol-ephedrine’ would have 
done this at once, but I had not used it then. 

The really important general clinical problem is whether this primitive 
system of respiratory response persists throughout life, dormant but able to 
be used in case of necessity. If it does it may have an important bearing on 
the treatment of some lethal or sublethal conditions. In 1940 I described 
the case of a child who had been immersed for ten minutes and perhaps 
longer who, after prolonged artificial respiration, was taking only occasional 
gasps. I injected 1 ml. of ‘cardiazol-ephedrine’ and 1/30 of a grain (2 mg.) 
strychnine sulphate and spanked him vigorousiy. Within a minute or so he 
was crying lustily. In fact, I had given him so nearly a convulsant dose that 
it needed two men to hold him on the stretcher on the way to hospital, where 
he recovered. Apparently, as in an asphyxiated baby, I had stimulated his 
primitive respiratory pattern which rapidly brought him back to his normal 
one. 

I imagine that in those cases of poisoning in which it was recommended to 
keep the patient walking about, slapping or flicking him with a wet towel, 
our fathers were really calling on this ‘fundamental property of the nervous 
system’ in response to stimuli, when poisoning or asphyxia had paralysed the 
usual respiratory centre. It needs only a little thought and imagination to 
see the possible bearing of this on failing respiration under anesthesia and 
poisoning or in disease. It is rightly pointed out that strychnine has no 
effect on normal respiration, but Barcroft’s researches have shown that 
there may be sound physiological grounds for our fathers using it as a 


respiratory stimulant in moribund patients, as it would stimulate the sub- 


autonomic respiratory system when the normal one was failing or had 
failed completely. 

I shall not go into the normal methods of resuscitation, although Bar- 
croft’s researches certainly show that there are good physiological grounds 
for some of the older methods. Actually, I find that the most effective simple 
stimulus to respiration is to blow sharply on the baby’s abdomen and if, 
after several efforts, the baby shows no attempts at breathing I at least 
prepare to give it some ‘cardiazol-ephedrine’ subcutaneously. Ot course one 
must ensure that the airway is not blocked, and it has been pointed out to 
me that many of the more effectual ways of ensuring this provide a more 
potent and—if one can use the term of a non-breathing faetus--uncomfort- 
able stimulus than any old-fashioned slapping. But granted that these 
methods fail to start respiration it is clear that the brain should be stimulated 
so that it will respond, and of all the chemical convulsants that have been 
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used in convulsant therapy none has been more widely used than ‘cardiazol’ 
(leptazol). One millilitre is a very large dose for an infant, and in fact I know 
of a case of a few-days-old infant, whose breathing was not satisfactory, who 
was given 0.5 ml. ‘cardiazol-ephedrine’ and promptly went into convulsions 
and died two hours later without their being controlled. ‘Therefore we may 
take it that in employing the doses I have mentioned we are giving what 
would normally be a fully convulsant dose, and the only reason the babe 
does not have convulsions is because, as Barcroft insisted, in these cases (in 
lambs at least) cerebral function ts greatly depressed. But he showed also 
that it was not enough to get some cerebral response, for this might be just a 
gasp or a short succession of gasps. It is necessary to get a full response if the 
true respiratory rhythm is to be started and maintained. Therefore a child 
who breathes and cries weakly is still in a dangerous condition, his brain is 
not fully working, and this is the trouble with modern methods of resuscita 
tion. ‘There ts literally no time to lose. What the brain is needing is not just 
oxygen but stimulation, or its sensitiveness to be so exalted that it will 
respond fully to the stimuli it is receiving. Once it has reached this stage 
oxygen control takes over, and the great benefit of the therapy I have out- 
lined is that it seems to bring the brain into just this state of activity at once 
instead of slowly or not at all. ‘The doses I have given have proved to be 
sate, though personally l am beginning to wonder whether the intracardiac 
administration may not be better as a routine in severe cases than the sub 
cutaneous, for if the latter fails and one has to resort to the intracardiac 
injection it means that there may be an unnecessary amount of the drug lying 
in the body to be absorbed later on. Probably the state of the faetal heart ought 
to be taken into consideration for, it this is vigorous, subcutaneous injection 
ought to be satisfactory 

So far | have written mainly about ‘cardiazol’, and it is possible that the 
ephedrine part may not help much, but it happened that [ first used the dual 


preparation, and when lives are in urgent danger it ill behoves a G.P. to 
make an experiment that might lose a life. At the same time it is probable 
that the ephedrine may be of real value. Many of its properties are similar to 


those of ‘cardiazol’, so that they work well together and, whilst ‘cardiazol’ is 


the more convulsant of the two, ephedrine has an action on the bronchiolar 
musculature, and in an unexpanded lung it certainly cannot do any harm to 
give a drug which relieves bronchial spasm (if there is any present) and 
therefore should make expansion easier. These are problems for the ex- 
perimental physiologist, but of the effectiveness of the preparation there can 
be no doubt at all. If my experience is anything to go by it must, over the 
last nineteen years, have reduced my stillbirth (as apart from macerated 
fetuses) and neonatal mortality rate by 8o per cent., and if it were more com- 
monly adopted I have no doubt that it would produce a significant reduction 
in this rate throughout the country. It might even, as I have indicated, do 


something to reduce the incidence of mental deficiency 
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LXXII.-BACITRACIN 


By MAXWELL FINLAND, M.D. 
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Research Fellow in Medicine, Harvard Medical School 
From the Thorndike Memortal Laboratory, Second and Fourth Medical Services 
(Harvard), Boston City Hospital and the Department of Medicine, Harvard Medical 
School, Boston, Massachusetts. 


IN the course of a search for evidence of bacterial antagonisms in con- 
taminated accidental wounds, Johnson, Anker and Meleney (1945) dis- 
covered a gram-positive, aerobic, spore-forming bacillus which, in ordinary 
culture media, produced a powerful antibiotic agent. Bacteria-free filtrates 
of the cultures of this organism exhibited moderate to marked bacteriostatic 


activity against gram-positive coccal organisms, the Clostridia, and also the 


meningococcus and gonococcus, but were ineffective against gram-negative 
bacilli. ‘The active agent, which could be concentrated and purified, proved 
to be relatively non-toxic. Remarkably good results were obtained by 
Meleney and Johnson (1947) in their initial clinical trials of its topical use in 
100 cases of surgical infections, which consisted chiefly of local abscesses, 
ulcers and wounds. 

The organism which produced this antibiotic was first considered to 
belong to the B. subtilis group, but it has subsequently been classified as a 
variant of B. licheniformis (Meleney and Johnson, 1949). ‘This organism was 
originally isolated from tissues debrided from a compound fracture of a 
patient named Margaret Tracy and for that reason the antibiotic it pro- 
duced was named ‘bacitracin’. ‘Topical application has continued to be the 
major field of usefulness of bacitracin, largely because of the nephrotoxicity, 
which was particularly troublesome in the early preparations when they 
were given parenterally. Increased purity of the product has permitted 
systemic administration with safety when used under certain precautions 
and within prescribed limits, but the number of cases in which it has been 
used by parenteral injection is still rather small, and mostly cases of surgical 
infections. 

PHYSICAL AND CHEMICAL PROPERTIES 
Chemical composition. Bacitracin ts one of a group of so-called polypeptide 
antibiotics. 


Three different forms of bacitracin have been identified in the commercial 
products; the major constituent, bacitracin A, has a large molecular size which con- 
sists of several amino-acids (Craig et al., 1949). The toxicity of bacitracin appears to 
reside in its active chemical components so that there appears little hope of obtaining 
an active and yet entirely non-toxic preparation (Newton and Abraham, 1950) 
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Solubility. —Bacitracin is highly soluble in water and moderately soluble 
in some alcohols, including ethyl and methyl alcohol; it is slightly soluble in 
other alcohols and insoluble in a number of other common solvents including 


ether, chloroform, acetone, benzene and ethyl acetate. 


It is precipitated out of solution by salts of heavy metals and by several organic 
acids. It can be adsorbed on charcoal, aluminium oxide and Lloyd's reagent. Solu- 
tions of the antibiotic may be filtered through Berkefeld, Chamberlain and Seitz filters, 
and diffuse through a nitrocellulose membrane which is impervious to particles hav- 
ing a molecular weight of 2000 (Anker et al., 1948) 


Stahility..-Dry preparations of bacitracin in vacuum-capped vials are 
stable for long periods at room temperature. 


Neutral or slightly acid solutions retain their potency for many months at re- 
frigerator temperatures but are completely inactivated in two weeks at incubator 
temperature (37 C.) and lose one-third to one-half of their potency during two 
weeks if kept at room temperature. They are destroyed more rapidly at higher tem- 
peratures and the dry powder is also broken down at temperatures of 80°C. or 
above. The antibiotic is not destroyed by pepsin, trypsin, or gastric juice at body 
temperature (Anker -f a/., 1948; Bond et al., 1949; Inskeep et al., 1951). In oint- 
ments, bacitracin is unstable when a water-miscible base is used, but it is quite 
stable if petrolatum is used as the base 

In Great Britain, a polypeptide antibiotic produced by a strain of B. licheniformis 
was described by some groups of workers under the name ‘ayfivin’; this antibiotic 
was known to have similar constituents to bacitracin. Careful chemical investiga- 
tions, however, have proved that ayfivin and bacitracin are identical and it has been 
proposed that the name aytivin be abandoned (Newton and Abraham, 1950) 


IN VITRO ACTIVITY 

The unit.The ‘unit’ of bacitracin was originally defined as ‘the amount 
which, when diluted 1:1024 in a series of twofold dilutions in 2 ml. of beef 
infusion broth, completely inhibits the growth of a stock strain of group A 
haemolytic streptococcus when the inoculum used to seed the tubes is 0.1 ml. 
of a 107? dilution of an overnight culture in blood broth’ (Johnson et ai., 
i945). For technical reasons, M. flavus has since been recommended (Bond 
et al., 1949), and used, as the test organism because it gives clearer zones of 
inhibition in the cylinder-plate method of assay generally employed by 
manufacturers 

Potency..Yhe potency of the earlier batches of bacitracin was slightly 
more than 30 units per mg., but more recent supplies are said to range in 


potency from 45 to 55 units per mg. (Penick, 1952). The theoretical potency 
of ‘pure’ bacitracin is placed at 66 units per mg. (Craig et al., 1949). This 
would make the unit equal to about 15 micrograms of pure bacitracin, and 
the microgram of such pure bacitracin would be equivalent to about 0.066 


unit. It is important to bear in mind that the unit of bacitracin has no 
relation to that of penicillin. 

Antibacterial spectrum.—The antibacterial spectrum of bacitracin closely 
resembles that of penicillin, but many individual strains which are resistant 
or only slightly sensitive to the one may be quite sensitive to the other. In 
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particular, the degree of sensitivity oft a given strain ot staphylococ cus to 
bacitracin bears no relation to its sensitivity or resistance to penicillin or to 


any of the other generally available antibiotics 


The organisms that are most sensitive to bacitracin include: the hemolytic 
streptococe! (including both aerobic and anaerobic strains, but not strains of group D 
streptococe!), pneumococci, corynebacteria (including diphtheria bacilli and diph- 
theroids), various Netsseria, flavobactenia, Treponema pallidum and various species 
of Clostridia; almost all strains of these organisms are inhibited by concentrations of 
0.1 unit per ml. or less. Also highly sensitive are various strains of staphylococci and 
other micrococci, the non-hamolytic streptococci, enterococci (including group D 
streptococci) and Hamoplilus influenze; some strains of these organisms may re 
quire concentrations of up to 0.5 to § units per ml., but most of them are much 
more sensitive. Highly resistant to bacitracin are all of the gram-neyative enteric and 
coliform bacilli, including various species of the coli-aerogenes group, Salmonella 
Shigella, Pseudomonas and Proteus. Also resistant are various fungi, including 
Vonilia, Cryptococcus and Nocardia. All these resistant organisms grow freely in 
concentrations of 50 units of bacitracin per ml. of medium (Meleney and Johnson 


1949) 

Synergism and antagonism. With respect to the action of bacitracin in 
combination with other antibiotics, Jawetz and Gunnison (1952) have 
placed bacitracin together with penicillin, streptomycin and neomycin into 
a single group (group 1), whereas the broad-spectrum antibiotics, aureo 
mycin, oxytetracycline and ¢hloramphenicol, were put into another group 
(group IT) 


In vitro and in some experimental infections, antibiotics of group | may exert an 


additive or synergistic action against certain bacteria when they are used im com 
binations, but they do not show any antagonistic action. On the other hand, the 
action of antibiotics of group I on sensitive bacteria may be antagonized by the 
simultaneous presence of an antibiotic of group Il. However, group II antibiotics 
may exert some synergistic action when used with group | antibiotics on organisms 


which are only moderately or slightly sensitive to the latter 

The clinical significance of these observations, which are based on experi- 
ments carried out im vitro and in laboratory animals, is not yet clear. It is 
known, however, that the combination ot penicillin and bacitracin exerts a 
synergistic action against some, though not all, strains of streptococci from 
cases of bacterial endocarditis (Bachman, 1949), and clinically it has been 
observed that some patients with bacterial endocarditis who have failed to 


respond to treatment with penicillin alone have shown a good response when 


bacitracin was added to the treatment. 

Development of resistance.—Increases in resistance of bacteria to bacitracin 
may be demonstrated im vitro by serial transfers in bacitracin-containing 
media (Gezon et al., 1950), but there has been no evidence that bacitracin 
resistance develops during the course of treatment 

The action of bacitracin is not inhibited or neutralized by the action of any 


known bacteria, or by any enzymatic products comparable to penicillinase 


ABSORPTION, EXCRETION, AND DISTRIBUTION 
Both in man and in experimental animals bacitracin appears to be well 
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absorbed following intramuscular injection, and over a wide range the re- 
sulting serum concentrations are proportional to the dose. Maximum levels 
are reached in the blood in from one to two hours and the levels tall off at a 


much slower rate than do those of penicillin 


he difference 1s due to the manner in which the two antibiotics are cleared by the 
kidney. Bacitracin is cleared at an average rate of about 160 ml. of plasma pet 
minute (range 100 to 280 ml.) which ts in about the same order of magnitude as the 
vlomerular filtration rate. Penicillin, on the other hand, 1s cleared very rapidly; it 
renal clearance approaches the total renal plasma flow (Eagle and Newman, 1947) 
Bactericidal levels of bacitracin may thus be demonstrable for four to six hours after 
a single intramuscular dose of 45 to 120 units per kg. of body weight, and for longer 


p™ nods after larger doses 


Following intramuscular injection bacitracin appears tairly rapidly and in 


high concentration in the urine 


\fter a single injection, the amount recovered in the urme varies trom 9 to 39 pet 
cent. in twenty-four hours (Zintel ef a/., 1949) and 1s about 100 per cent. of the 
administered dose within eight hours (Eagle et a/., 1947). Bacitracin is apparently 
variably distributed im the body; it diffuses well into ascitic and pleural fluids but 
only traces are found in the cerebrospinal or pericardial fluids after intramuscular 


Injection 


\bsorption after oral administration of bacitracin has also been studied 
(Scudi et al/., 1947; Bond et al., 1948; Longacre and Waters, 19514; Payne 
et al., 1951) 


Very little, if any, bacitracin activity is detectable in the perpheral blood, and 
only very small amounts are recovered from the urine, except after huge oral doses 
particularly when they are given continuously for several days. The concentration 
of bacitracin in the faces has been variably reported by different observers. Some 
were unable to detect any and concluded that the bacitracin must be destroyed within 
the bowel, whilst others were able to recover most of the orally administered 
bacitracin in the feces. Unpublished observations in this laboratory would tend to 
contirm the latter observation, which seems to be more consistent with the fact that 
little of any is found in the portal vein blood and also with the action of bacitracin on 


the bowel flora 


POXITCITY 
lhere is ample clinical evidence that bacitracin, either in solution or in 
ointments, produces little if any irritation when applied locally to wounds or 
lesions of the skin and mucous membrane, or to the eve (Meleney and 
Johnson, 1947; Bellows and Farmer, 1948; Derzavis ef a/., 1949; Finnerty, 
1951). Moreover, sensitization trom such topical applications appears to be 
relatively uncommon. There may, however, be considerable evidence of 
irritation at the site of intramuscular injection (Zintel ef a/., 1949; Pulaski 
and Connell, 1949). This may be manifested by pain, local heat, induration, 


petechia and rashes around the site of injection. For these reasons it is 


usually recommended that bacitracin be dissolved in 2 per cent. procaine 
for intramuscular injection. 
Oral administration is usually fairly free of side-effects (Most et al., 1950; 
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Payne et al., 1951). An occasional patient, however, manifests epigastric 
distress or may have nausea, vomiting, abdominal distress, diarrhoea, or 
rectal itching or burning, especially when large doses are given. Mild skin 
eruptions have also been noted following oral administration of bacitracin 
(Shookhoff and Sterman, 1952). 

Because of poor absorption into, and low levels appearing in, the cerebro- 


spinal fluid, local application within the central nervous system has been 
tried. In dogs, intracisternal injection of 5000 to 10,000 units in 3 ml. has 
produced transient neck rigidity, extension of the limbs, moderate elevation 


of temperature and pleocytosis of the cerebrospinal fluid. Following such 
injections, inflammatory changes are noted in the leptomeninges, and there 
is some evidence of superficial damage to the brain, but these usually dis- 
appear in a few weeks (‘Teng et al., 1953). On the other hand, topical use in 
the central nervous system in man appears to be well tolerated. Amounts 
ranging from 10,000 to 50,000 units have been applied to the intact and raw 
brain surfaces at operation without any signs of untoward effects. Repeated 
intraspinal and intraventricular injections in doses of 3000 to 10,000 units 
dissolved in 3 to 5 ml. of normal saline have been given repeatedly, and as 
often as twice a day, without evidence of untoward effects (‘Teng and 
Meleney, 1953). 

Injection of bacitracin directly into the sciatic nerve of rabbits, however, 
has resulted in degenerative changes in the nerve. ‘This would suggest that 
care must be taken in choosing the site of intramuscular injections so as to 
avoid injections into peripheral nerves (‘Teng and Gross, 1953). 

Renal toxicity.The greatest limitation to the widespread systemic use of 
bacitracin by injection has been the toxic effect it produces in the kidney. 
‘The damage is most marked in, and at first almost entirely limited to, the 
tubules. It has been shown that the nephrotoxicity is intimately related to 
the antibiotic activity of bacitracin so that there seems to be little hope of 
obtaining an active preparation which is free of this toxic potentiality 
(Newcon and Abraham, 1950). 

In man, the renal toxic effects of bacitracin have been quite variable and 
difficult to predict. To some degree they may depend upon the particular 
batch and on the method by which it is produced, but within certain limits 
they appear to be independent of the dose. (Evidence of renal toxicity in- 
cludes albuminuria, cylindruria, mild (microscopic) hematuria, nitrogen 
retention, diminished phenolsulphonphthalein excretion, diminished renal 
plasma flow, diminished glomerular filtration and other evidences of tubular 
dysfunction (Michie et al., 1949; Pulaski and Connell, 1949; Miller et al., 
1950; Longacre and Waters, 1951a). Quantitatively the albuminuria varies 
from a trace up to 9.7 grammes per 24 hours; it appears to be the most 
consistent finding and has been observed in from 35 to 100 per cent. of 
patients and may occur even after a single dose. According to Meleney et al 
(1952), the more serious signs of renal damage, such as retention of nitrogen, 
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oliguria or anuria, which warrant the discontinuance of therapy, are ob- 
served in only about 2 per cent. of the patients if the dose is kept below 
100,000 units a day. Fortunately, the abnormal urinary findings usually 
clear within a few days after treatment is stopped. In some patients, however, 
renal function may remain depressed for long periods but eventually returns 


to normal. 


DOSAGE AND PRECAUTIONS FOR SYSTEMIC ADMINISTRATION 
In spite of Meleney’s enthusiasm and confidence in the efficacy and safety 
of recent preparations of bacitracin for systemic administration, the follow- 


ing directions issued by him for the systemic use of bacitracin may be 
taken as a reflection of his respect for the possible toxicity of this antibiotic ; 
they may also serve as a guide to the details of its administration: 


(1) The lyophilized powder should be dissolved in 2 per cent. procaine in normal 
saline (rather than water) in a concentration of 10,000 units per ml., one bottle at a 
time ; the solution may be stored in a refrigerator until used. 

(2) Injections should be made intramuscularly in four or more sites m rotation 

(3) Doses should begin with 10,000 units for an adult and 200 units per kg. of 
body weight for a child and should be repeated every six or eight hours; this may be 
increased by 50 to 100 per cent. within forty-eight hours if the response ts inadequate, 
or for initial treatment in very ill patients 

(4) The total daily dose should not exceed 100,000 units, except under extra- 
ordinary conditions 

(5) Before starting treatment the urine should be examined for albumin, casts and 
cellular elements, and blood should be taken for blood urea or N.P.N. The urine 
should then be examined daily and the blood urea estimation be repeated twice 
weekly. 

(6) If the blood urea is over 30 mg. per cent., or the N.P.N. over 60 mg. per cent., 
then bacitracin is contraindicated; 1f during treatment these levels are reached, the 
bacitracin should be discontinued except in extraordinary circumstances 

(7) Moderate rises in blood urea or N.P.N. may be expected during treatment, 
but these usually fall at the end of treatment 

(8) Urine should be kept at a pH of 6 or over by administration of sodium bi- 
carbonate or other alkali 

(9) The fluid intake in adults should be kept to over 2000 ml. for twenty-four 
hours and the urine output should not fall below 800 ml., with corresponding 
quantities for children 

(10) In the majority of cases, albumin and celiular element: (white cells and 
epithelial cells, but rarely red cells) appear in the urine on or about the third or 
fourth day of treatment and may increase in amounts for several days, but they then 
usually subside and may disappear entirely during treatment or promptly thereafter 

(11) Anorexia, nausea and occasionally vomiting may occur during administration 
of bacitracin but these should not indicate discontinuing the treatment if it ts con- 
trolling the infection, unless it materially interferes with nutrition. ‘These symptoms 
promptly disappear after the drug is stopped and may be relieved by ‘dramamuine’ 

(12) Evidence of pre-existing kidney irritation or disease is not necessarily a 
contraindication for the use of bacitracin; such cases do not necessarily show further 
injury during its administration, but they should be watched with particular care 

(13) Systemic treatment with bacitracin should be discontinued about three days 
after the temperature has reached normal and all signs of infection have disappeared ; 
it should not be unduly prolonged, although in certain chronic infections bacitracin 
has been given for long periods without cumulative injury to the kidneys 

(14) For intrathecal, intracisternal or intraventricular injections, or for instillation 
into abscess cavities in the brain, bacitracin may be used in amounts of 5 to 10 ml 
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of solution without procaine, containing 1000 units per ml., at eight- to twelve-hour 
intervals. Such administration may be continued until the cerebrospinal fluid 


clear and repeated cultures remain sterile 
(15) Penicillin may be given together with bacitracin for their possible synergi 


ar 
action 
DOSAGE FORMS 

Following the general trend, American manufacturers are providing baci 
tracin in many forms and combinations which they feel may be convenient 
or may be called for by physicians. For intramuscular injection, the powder 
form is provided in sealed vials either alone or with crystalline penicillin G 
Bacitracin alone is also provided in the form of an ointment for topical 


application, tablets tor oral administration, lozenges, and also in ophthalm« 


form from which a solution can be readily prepared. Some of these prepara- 
tions mav contain local anasthetics or vasoconstrictors, or they may be 
packaged together with suitable diluents. 

Bacitracin is also provided in combination with penicillin as an ointment 
(with a non-water-miscible base) and in lozenges. Ointments are available 
which contain bacitracin in various combinations with tyrothrycin, poly 
myxin, streptomycin, neomycin and penicillin. In lozenge form, bacitracin 
has been combined with penicillin and with tyrothrycin. ‘Tablets tor oral 
use have been provided containing bacitracin with neomycin, or with 
polymyxin and streptomycin. It will be noted that the preparations in tablet 
form for oral use contain primarily non-absorbed or poorly-absorbed anti- 
biotics. The various combinations, including oral preparations, are designed 
either to potentiate the action of penicillin or to include a wider range ot 


antibacterial activity 


CLINICAL USES 
Bacitracin has now been used in a wide variety of infections. Although its 
most common use has been topically, largely because of the hesitancy to use 
it by systemic injection, it has now been used systemically in various sur- 
gical and medical infections and topically by neurosurgeons, dentists, derma 
tologists and ophthalmologists. Some of the results may be summarized 
briefly. 

Surgical uses.— Bacitracin has received its most extensive use, alone or 
in combination with other antibiotics, in the treatment of a large variety of 
common surgical infections associated with many bacteriological agents. It 
has been considered particularly useful in wounds with mixed infections 
because bacitracin is not inactivated by materials in the wounds, including 
the products of insensitive bacteria. It has been used both systemically and 
topically, often together with, or after the use of, other antimicrobial agents 
or along with, and as an adjunct to, accepted forms of surgical management 
It has therefore been rather difficult to evaluate the results, particularly since 
some of the favourable results were obtained in cases in which the cultures 
vielded bacitracin-insensitive organisms. Based upon rather qualitative and 
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somewhat subjective criteria, the over-all results obtained by different 
observers have been rated as excellent in one-quarter to one-third of the 
patients, as good in one-quarter to one-half of the patients, questionable in 
10 to 20 per cent., and without any effect in as few as 3 per cent. by some, 
and up to one-quarter of the cases by others (Meleney et al., 1948 and 1949; 
Pulaski and Connell, 1949; Meleney et al., 1952; Longacre and Waters, 
1951b). In many of the successful cases, previous treatment with other 
antibiotics is said to have been unsuccessful. 

Bacitracin has been particularly successful in five cases of bacterial 
synergistic gangrene (Meleney ulcer), four of which had previously failed to 
respond to penicillin (Meleney et al., 1950), but another case required sur- 
gical excision after both penicillin and bacitracin had failed (Wooldridge and 
Hogebloom, 1953). It has also been found to be highly successful in the 
treatment of human bites: in doses as small as 5000 units every six hours 
given systemically, bacitracin has given dramatic results in these cases, 
superior to the results previously obtained in similar cases treated with other 
antibiotics or sulphonamides (Levin and Longacre, 1951). 

Since the Clostridia are particularly sensitive to bacitracin, it should be 
useful in the treatment of gas gangrene. In experimental Clostridium welchu 
infections in guinea-pigs, bacitracin has proved effective in a dose of 3 mg 
per g. if given at the time of infection, but the effect was reduced if treat- 
ment was delayed, and was totaily ineffective if given six hours after the 
infection (Sandusky and Keeble, 1949). In three cases of gas-gangrene 
treated with bacitracin, Meleney et al. (1952) reported excellent results in 
one and a good response in two others, but gave no details. 

Effect on flora of the bowel.—Bacitracin, as well as polymyxin and neo- 
mycin which also have toxic potentialities when given systemically, lend 
themselves particularly well to oral administration in attempts to reduce or 
alter the faecal flora, because each of these antibiotics is poorly absorbed 
after oral administration. Moreover, because of the differences in the anti- 
bacterial spectra of these antibiotics, combinations of bacitracin with poly- 
myxin, or neomycin, or both, and some combinations with streptomycin 
and one or another of these latter antibiotics have been used for this purpose 
(Bond et al., 1948; Welch et al., 1950; Jawetz and Bierman, 1952). Oral 
doses of up to as much as 50,000 units of bacitracin every four hours have 
been given, but smaller doses have generally been employed. ‘The optimum 
amount of the other antibiotics to include with bacitracin and, indeed, the 


proper dose of bacitracin, cannot be determined from any of the published 


reports. Bacitracin is credited with reducing markedly the number of faecal 
streptococci and Clostridia, and, when used alone, results in an increase in 
the number of coliform organisms. When used in various combinations, 
other types of organisms such as yeasts, staphylococci and chromobacteria 
sometimes appear in the stools, but Pseudomonas and Proteus strains are 


rare in such cases. There has been no serious toxicity reported from the oral 
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use of bacitracin in these various combinations and they are considered to 
be safe, even in cases with ulcerative lesions of the bowel. 

Neurological and neurosurgical uses.-Excellent results have been reported 
by ‘Teng (1950) from the use of bacitracin in cases of staphylococcal menin- 
gitis, with five recoveries among six patients treated. ‘These patients had 


previously received penicillin and other antibiotics and some of them had 


also been given sulphonamides without success. The bacitracin was given 
intrathecally and intraventricularly as well as intramuscularly in these cases. 
‘Teng and Meleney (1950) consider bacitracin as the primary treatment of 
this infection. 

Bacitracin has also been reported as successful in the treatment of brain 
abscess, six patients having survived among seven who were treated (‘Teng 
et al., 1951; Teng and Meleney, 1953). ‘These patients received the usual 
neurosurgical care and were given bacitracin intramuscularly, intrathecally, 
into the abscess and into the subarachnoid space. Bacitracin has also been 
used successfully in the treatment of infections of laminectomy and crani- 
otomy wounds, and as prophylaxis in clean neurosurgical wounds. Healing 
occurred in six cases of chronic osteomyelitis of the skull following local 
and intramuscular treatment with bacitracin (‘Teng et al., 1951). 

Medical infections.—Bacitracin has not been tried extensively for the 
treatment of common medical infections. A small series of patients with 
pneumonia was treated with intramuscular bacitracin by Reisner ef al. 
(1951); although most of their patients recovered, the clinical and bacterio- 
logical results were not particularly impressive, and certainly were not as 
good as those following the use of penicillin or the broad-spectrum anti- 
biotics in similar cases. In one patient, bacteriamia persisted in spite of in- 
creasing doses of bacitracin from 100,000 to 400,000 units a day, and the 
patient died of pneumococcal meningitis and endocarditis. A second patient 
developed empyema during treatment, but recovered following the use of 
bacitracin intrapleurally and as an aerosol. 

Bacitracin has been used in the form of lozenges for various mouth lesions 
and as an aerosol, either alone or in combination with penicillin and strepto- 
mycin, in various sino-respiratory infections (Prigal and Furman, 1949; 
Coyle et al., 1949). The results in such cases are difficult to evaluate. Changes 
in the local bacterial flora have been noted during this treatment. Bacitracin 
used topically was considered to be effective in a small group of mild acute 
and chronic tonsillar and pharyngeal infections, but it was not effective in 
severe infections of this area. Apparently it was effective topically in in- 
fections of the mastoidectomy cavity, but the results were poor in cases of 
external otitis and in chronic suppurative mastoiditis (Coyle et al., 1949). 

Administered orally, bacitracin has had careful trials in the treatment of 
intestinal amoebiasis in doses of 40,000 to 100,000 units a day (Most et al., 
1950; ‘Tobie et al., 1951; Shookhoff and Sterman, 1952). Some patients 
who were seriously ill responded diamatically but on the whole the results, 
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though favourable, have not been quite so good as those obtained with 
aureomycin or oxytetracycline when parallel studies were carried out. Like- 
wise, although bacitracin has proved effective in eliminating ameebe from 
the stools of carriers, the percentage of successes has been slightly less with 
bacitracin than with aureomycin or oxytetracycline. 

Some good results have been reported from the use of bacitracin in cases 
of bacillary dysentery and of infantile diarrhoea. ‘These studies, however, 
were not adequately controlled and the organisms, presumed to be the 
cause of these diarrhavas and dy senteries, were found to be totally resistant 
to bacitracin. 

There are reports of a few cases of bacterial endocarditis due to gram- 
positive cocci or bacilli in which highly encouraging results were obtained. 
Eleven such cases were collected by Finland (1953); only two of these died 

one was the patient with pneumococcal endocarditis mentioned on p. 668 
(Reisner et al., 1951) and no details are given of the other (Longacre and 
Waters, 1951b). ‘The remaining patients, with one exception, received peni- 
cillin in large doses in addition to the bacitracin. However, in some of the 
patients, the bacitracin given alone did not seem to be bringing about the 
desired response. Mention has also been made by L. W. Smith (quoted by 
Welch and Lewis, 1951) of 30 additional cases of bacterial endocarditis in 
which bacitracin and penicillin, in a ratio of 100,000 units of the former to 
1,000,000 of the latter gave ‘excellent results’. The synergistic action of 
penicillin and bacitracin on some of the streptococci from cases of subacute 
bacterial endocarditis and the favourable results obtained in these cases of 
endocarditis, suggest that further trials with bacitracin combined with large 
doses of penicillin seem warranted in bacterial endocarditis. 

The increasing resistance of staphylococci to penicillin and to some of the 
broad-spectrum antibiotics (Finland and Haight, 1953) has focused atten- 
tion on bacitracin as a possible agent for use in cases of staphylococcal sepsis. 
Some good results have been reported in isolated cases or small groups of 
cases. More recently the use of bacitracin in combination with erythromycin 
has been suggested by Wise and Spink (1953) as a useful method of treating 
severe cases of staphylococcal sepsis. In staphylococcal infecticns in which 
the organism is slightly or moderately sensitive to penicillin, its use in 
combination with bacitracin may likewise prove advantageous. 

Dermatological uses.— The low toxicity and infrequent occurrence of sen- 
sitization that have been noted from the topical applications of bacitracin 
have encouraged the use of this antibiotic in various pyodermias (Miller ef 
al., 1948; Derzavis et al., 1949; Eichenlaub and Olivo, 1949; Finnerty, 1951; 
Lubowe, 1951; Wrong et al., 1951). Good clinical results are reported in 
from 80 to 100 per cent. of the cases treated but, as in all similar studies in 
which the use of other antibiotics has been reported, the results are difficult 
and almost impossible to evaluate. It is most commonly used in the form of 
an ointment containing 500 units pe: mg., with or without other antibiotics 
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added. The incidence of local or systemic sensitization from this form has 
varied in different reports from 0.5 to 4 per cent. Occasionally, there is some 
slight burning, itching or exudation resulting from the local use. 

Uses in ophthalmology.—There is very little irritation from the use of 
bacitracin in saline solution in concentrations up to 1000 units per ml 
when applied to the conjunctiva (Bellows and Farmer, 1948; Locke, 1949). 
Applied in this manner bacitracin does not enter into the intact cornea or 
penetrate into the aqueous but there may be some diffusion through an 
abraded or inflamed cornea. In contrast to other antibiotics such as penicillin 
and streptomycin, diffusion of bacitracin is not appreciably increased by 
iontophoresis. Experimental staphylococcal infections of the eye have shown 
various responses, depending upon the site of the infection and its duration 
as well as the method of treatment. In man, rapid recovery has been observed 
in cases of acute conjunctivitis due to bacitracin-sensitive organisms and 
good results have also been reported in a small proportion of patients with 
chronic conjunctivitis (Bellows and Farmer, 1948; Eggers, 1951). ‘Trachoma 
itself is totally unaffected by bacitracin, but secondary infections with 
susceptible organisms seem to respond quite rapidly (Siniscal, 1950) 
Hordeola have been treated by loca! injection of bacitracin in solution con- 
taining 500 units per ml. (Lebensohn, 1950). No serious local or allergic 
reactions have been reported from the use of solutions containing 1000 units 
per ml. or from ointments containing a similar amount of bacitracin per 
gramme. 

Dental uses.—-Bacitracin has been used in combination with other anti- 
biotics in the treatment of infected pulpless teeth (Grossman, 1951). 
‘Together with gelfoam, these and other combinations have also been used 
in the treatment and prevention of post-extraction hamorrhages and in- 
fection (Alexander, 1951). ‘The results are described as excellent but, from 
the data presented, the rdle of bacitracin in these results is rather difficult to 


evaluate. 


SUMMARY AND CONCLUSIONS 

Bacitracin is a polypeptide antibiotic which has an antibacterial spectrum 
similar to that of penicillin and may act synergistically with that agent 
against many gram-positive coccal organisms. The degree of sensitivity of 
gram-positive organisms to bacitracin is independent of sensitivity or re- 
sistance either to penicillin or to any of the broad-spectrum antibiotics. 
Development of resistance does not seem to be an important problem with 
bacitracin. 

Bacitracin is absorbed readily from intramuscular injection, after which it 
is excreted almost entirely in the urine. Its excretion is much slower than 
that of penicillin so that blood levels of bacitracin are sustained for longer 


periods. After intramuscular injection, bacitracin reaches some body fluids, 
but diffuses poorly into pericardial and cerebrospinal fluid. 
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The major drawback to the systemic use of bacitracin is its nephrotoxicity 
which appears to be intimately related to its activity. With the preparations 
now available, however, and with proper safeguards, bacitracin can be 
administered safely in doses not exceeding 100,000 units a day, given in 
four to six injections. 

Local reactions may be of moderate severity but may be reduced by 
making solutions of bacitracin in normal saline and 2 per cent. procaine 
There are only minor untoward effects from its topical use on the skin or in 
the central nervous system, or from oral administration. Sensitization re 
actions appear to be less frequent from bacitracin than from other anti- 
biotics. 

Most of the clinical experience with bacitracin has been in the treatment otf 
common surgical infections, particularly ulcerations and wound infections; 
in such infections bacitracin appears to be highly effective when used either 
alone (topically or with supplemented intramuscular injections), or together 
with other antibiotics. 

Topical applications of solutions of bacitracin, or of ointments containing 
bacitracin alone or in combination with other antibiotics, have been used in 
the treatment of many pyodermias, and in the eye for various infections with 
bacitracin-susceptible organisms. Excellent results have been reported in a 


high proportion of such cases, but these results are difficult to evaluate 


Among the strictly ‘medical’ diseases, bacitracin has been given as a rule 
by mouth for the treatment of amerbiasis; in that condition it appears to be 
highly effective in acute cases, but in general, either for the active disease or 
in the elimination of carriers, it has proved less effective than aureomycin or 
oxytetracycline. Bacitracin has proved life saving in cases of staphylococcal 
meningitis, in cases of bacterial endocarditis due to gram-positive organisms 
and in some cases of staphylococcal sepsis; in these cases, it has sometimes 
been effective alone, but it appears to be most effective when used in con 
junction with other antibiotics, particularly penicillin, to which the infecting 
organism may also be slightly or moderately sensitive. 

In the treatment of meningitis, brain abscess and neurosurgical infections, 
intramuscular injection has been supplemented by topical applications and 
by intrathecal and, in some instances, intraventricular injection. On the basis 
of the satisfactory results thus far reported, further trials of its use in in- 
fections of the nervous system due to bacitracin-susceptible organisms would 
appear to be warranted. 
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REVISION CORNER 
ANTHRAX 


EXCEPT in ports or in certain industries, anthrax is a rare disease in this country, 


and this is the main cause of difficulty in diagnosis: the clinical signs are striking 
but, because of the rarity of the disease, the diagnosis is not thought of and the 
condition is treated as something else until clinical deterioration makes it obvious 
that a mistake has been made. 


MODE OF INFECTION AND BACTERIOLOGY 

Anthrax is a disease of animals, mainly sheep, cattle, horses, pigs and goats. In 
these, it causes septicamia and the organism is excreted in the faces, urine and 
saliva. It is a rapidly fatal disease in animals and often before death there is a 
discharge of blood from body orifices. Pasture land, stables and bedding and the 
skins, hides, wool and hair of the animals become contaminated and infectious. 
When exposed to air, the anthrax bacillus forms spores and these may remain 
virulent for months or years. 

‘Two groups of workers run the risk of infection: those who handle the animals 
or their carcases—shepherds, farmers, grooms, butchers and veterinary surgeons ; 
and those who handle the hides, wool and hair of the animals, for example, dock 
labourers, tannery workers and workers with hair, wool and leather. 

Infection of animals in this country is uncommon and outbreaks are usually 
limited to a few animals only. It is probable that our climate is not suitable for the 
survival or multiplication of anthrax bacilli in pasture land, and infection of 
animals in this country is possibly due not infrequently to imported cattle cake 
and the like, fed to animals in winter. In hot moist climates, the bacillus flourishes 
in pasture and very severe outbreaks, involving thousands of animals, occur 
Wool and hides of such animals are heavily infected and are often transported to 
this country without any disinfection. Human infection in this country, apart from 
an occasional case in veterinary surgeons, is nearly always derived in this way from 
abroad. 

The anthrax bacillus is a gram-positive rod, straight and with truncated ends; 
spores are central. A slide made from fresh material will usually show a few rods, 
and it is worth spending some time looking for them, in order to make a rapid 
diagnosis. Growth is rapid on agar and a preliminary report should be available 
within twenty-four hours. Guinea-pig inoculation with culture material will give 
confirmation in another twelve to thirty hours. Material from the sore can be col 
lected on ordinary throat swabs. If vesicles are present, fluid from these should be 
obtained. In the early papular stage, the lesion should be scarified till serum 
exudes. One swab should be used to make a slide at once, and another sent to the 
laboratory for culture and guinea-pig inoculation. 

It is often difficult to decide exactly when infection took place, as in exposed 
occupations the risk is always present: in non-industrial cases, the incubation 
period appears to be not more than four or five days. 


CLINICAL FEATURES 
There are three clinical types: (a) cutaneous, (b) pulmonary, and (c) intestinal 
Only the cutaneous form is common. 
Cutaneous.—The lesion begins as a small pimple. By the second day a ring of 
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vesicles surrounds this pimple. ‘These vesicles are at first clear but rapidly become 
bluish and may contain blood. ‘The central papule ulcerates and rapidly dries up 
to form a black depressed eschar. ‘This appearance of a black eschar with a 
surrounding ring of bluish vesicles is known as a malignant pustule and is highly 
characteristic. Commonly it is about the size of a shilling but may be 2 to 3 inches 
across. There is no pus. Nearly always there is edema round the sore, This is 
non-pitting and usually of normal skin colour. It is usually quite extensive: when 
the lesion is on the neck, the edema may extend from the eye to the breast 

Some enlargement of the lymph nodes is common and these may be slightly 
tender. Lymphangitis or marked tenderness of the lymph nodes usually indicates 
secondary infection, but this is not common. 

Most often the lesion occurs on exposed areas of the body. Butchers tend to 
have the lesion on their forearms, dock-labourers on the head, neck or forearms 
One or two cases occur on the chest wall or breast in female workers in hair, the 
stiff hair piercing the thin blouse. ‘The amount of oedema varies with the site, tend- 
ing to be worse when the lesion is on the neck: here the edema may become 
dangerous, embarrassing respiration by pressure on the trachea, or by associated 
cedema of the larynx. 

The patient may or may not feel ill but usually there is some chilliness or rigors 
Headache is common and may be severe. Nausea is frequent. ‘Temperature may 
rise to 100° or 101 F. (37.8 or 38.3° C.) or higher in severe cases. In the worst 
cases, temperature may fall to below normal, and this may be associated with 
collapse. With treatment, these general symptoms are controlled usually within a 
few days: the lesion itself, although bacteriologically negative within a day or two, 
heals very slowly and it is often several weeks before the eschar separates. 

Pulmonary.—This takes the form of a fulminating respiratory infection with 
death occurring within a day or two, often before the diagnosis of anthrax is 
thought of. The occupational factor is the only clue to the diagnosis 

Intestinal._-lhis takes the form of acute gastro-enteritis and is not known in 
this country. It is usually fatal although small outbreaks have occurred in Africa 
in which the natives appeared to have considerable resistance. The disease is 


caused by eating infected meat 


DIAGNOSIS 
If the possibility of anthrax is thought of, cases of cutaneous anthrax are unlikely 
to be missed. Even in the early pimple stage, diagnosis can be made bacteriologic- 
ally. When the characteristic malignant pustule has formed, the appearance is 
diagnostic, especially if the occupational background is suggestive. 

Simple sores or boils may resemble anthrax, especially if they have been treated 
with strong antiseptics sufficient to burn the skin. The presence of frank pus or a 
core is strongly against the diagnosis of anthrax. A vaccination sore is very like 
anthrax. If a woman infects her face from her infant's vaccination sore, the lesion 
will be very misleading. Slides for anthrax bacilli and elementary bodies will help, 
and the history, if known, is almost conclusive. Primary chancre of the lip or face 
has no eschar or ring of vesicles and dark-ground examination of expressed serum 
will reveal spirochetes. 

In short, the malignant pustule is highly characteristic. Once the possibility 
of anthrax has been considered, confirmation by bacteriological examination is 
easy. The diagnosis of pulmonary or intestinal anthrax is likely to be made only 
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if the occupational factor, or the fact that infected meat has been consumed, is 


known. 


PROGNOSIS 
With modern treatment, mortality from cutaneous anthrax is very low: this varies 
with the earliness of diagnosis and to some extent with the site of the disease and 
the amount of edema. In a series of 93 cases reported from Fazakerley by Hodgson, 
the mortality, without antibiotics, was 6.5 per cent. In the last seven years at 
Fazakerley, we have had no deaths. The prognosis of pulmonary and intestinal 
forms has always been extremely grave: the effect of antibiotics is not yet known 


rREATMEN1 

Intihiotics. -We have used both penicillin and aureomycin and both are effective 
Aureomycin tends to increase the nausea; penicillin has no side-effects but has to 
be given by injection. There is little to chose between them. Possibly some of the 
newest penicillin preparations, for example ‘penidural’, which require to be in- 
jected infrequently, may become the method of choice. Chloramphenicol and 
oxytetracycline are also reported as being effective but these have not been tried 
at Fazakerley. 

1,000,000 units of penicillin are given on admission, followed by 250,000 units 
six-hourly for seven days; probably smaller doses would be effective. Aureomycin 
is given in doses of 500 mg. six-hourly for three days, reducing to 250 mg. six- 
hourly for another four days. Ina disease, cases of which are infrequent, it is difficult 
to work out the best dosage scheme: those given above are certainly effective. 

Serum.—We have not used anti-anthrax serum for six years. We have treated 
several fairly severe cases without it and it is doubtful if it need ever be used. 
\nti-anthrax serum has always been liable to produce severe serum reactions. 

Other drugs. Arsenic and sulphonamides have no place now in treatment. The 
value of arsenic was always doubtful and it is a toxic drug. Sulphonamides were 
effective but much less so than the antibiotics. 

Surgery.—Except for plastic repair for severe scarring, especially about the 
eyelids, surgery has no place in the treatment of anthrax. Excision of the pustule 
probably always did more harm than good. The temptation to incise edematous 
areas in the belief that there is underlying pus must be resisted. 

Symptomatic treatment.—<he lesion is usually kept covered with a piece of 
lint or gauze, but local application of cream or ointment is unnecessary. Infusion 
of glucose saline or blood may be needed in patients who are severely ill. Patients 


are often apprehensive at the onset and morphine should be given in doses of } 


to } grain (15 to 30 mg.), if necessary. 
A. B. CHRISTIE, M.D., D.P.H., D.C.H 
Physician Superintendent, Fazakerley Hospital, Liverpool. 


THE USE AND ABUSE OF LIQUID PARAFFIN 


Liquip paraffin (B.P.) is a refined mineral oil consisting of a mixture of hydro- 
carbons. Forty years ago, Sir Arbuthnot Lane recommended it as a remedy for 
intestinal stasis and, largely through his advocacy, it became widely and freely 
used. In recent years the risks of oil-aspiration pneumonia, and other injury to 
health, have led to a more cautious attitude. Since 1939 the purchase of liquid 





676 THE PRACTITIONER 


paraffin, for all purposes, at St. Bartholomew's Hospital has fallen from over 15¢ 


to 25 gallons per month. Liquid paraffin is now rarely used intranasally but, with 


proper precautions, continues to serve a useful purpose as an aperient 


HARMFUL EFFECTS 

Interference with nutrition.—-Fat-soluble vitamins, which dissolve in the oil, are 
swept through the intestine and lost in the faces instead of being absorbed 
Carotene, which occurs in vegetable foods, is highly soluble and its absorption is 
more affected than the pre-formed vitamin A (animal fats). For this reason there 
is a special risk in giving liquid paraffin to patients who are on diets containing 
little animal fat, e.g. ‘reducing’ diets. Women, taking liquid paraffin regularly 
during pregnancy, have developed hypoprothrombinamia, which responded to 
the injection of vitamin K. Experimental evidence suggests that the absorption of 
vitamin D and calcium may also be depressed. 

Absorption from the intestine.—-There is now conclusive evidence that liquid 
paraffin can be absorbed, to some extent, from the intestine. As much as 60 per 
cent. is absorbed from finely dispersed emulsions in animal experiments; but, 
with the emulsions available for clinical use the proportion is probably quite 
small. As the tissues have no means of destroying any mineral oil which reaches 
them, the absorption of minute quantities over a long period might lead to con- 
siderable accumulations. Such accumulations have been found post-mortem in the 
lymphatic glands and liver of habitual paraffin users. 

Lipoid pneumonia.—Liquid paraffin, either instilled into the nose or taken by 
mouth, can trickle through the larynx without exciting the cough reflex, and so 
reach the lungs. After the repeated use of nasal drops or sprays, sufficient oil may 
collect to cause an aspiration (‘lipoid’) pneumonia. The same may happen if 


paraffin is given by mouth to debilitated infants and bedridden adults, especially 
if there is any disorder of the swallowing mechanism. The result is a patchy con- 


solidation of the lungs followed by fibrosis. 

Clinical diagnosis is difficult: the picture may be that of a feeble infant with low- 
grade broncho-pneumonia and a history of the administration of liquid paraffin ; 
or it may be of an adult, usually middle-aged or elderly, who complains of pro- 
ductive cough and breathlessness. ‘The symptoms, however, are apt to be in- 
determinate and the diagnosis may only be suggested by persistent radiological 
changes following prolonged use of paraffin spray or drops. 

USE AS AN AIERIENT 
Liquid paraffin is emulsified in the intestine and, mixing with the bowel contents, 
softens the faeces and, to some extent, increases their bulk. Its softening action is 
of special value in the treatment of hamorrhoids and painful conditions of the 
anus, such as fissure and anal haematoma. It is used in diverticulitis to soften 
fecal accretions and to prevent the adherence of faces. 

\s an occasional aperient for healthy adults on normal diet, liquid paraffin (o1 
one of its emulsions) is useful and safe. It is valuable to tide over temporary 
episodes of constipation because, unlike the irritant purgatives, it does not inter- 
fere with re-establishment of the normal rhythm of defecation. For habitual use, 
one of the vegetable mucilages, or a vegetable laxative such as senna, is preferable. 
It has been suggested that, if liquid paraffin is prescribed for more than a month, 
the dose should be taken as far from mealtimes as possible and vitamin supple- 
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ments should be given; but, as nothing can be done to guard against the un- 
certain risk of oil absorption, it is safer to avoid prolonged administration 

Liquid paraffin is not suitable for regular use in pregnancy and childhood when 
vitamin needs are all-important, and it should never be given to feeble infants or 
to any patient suflering from dysphagia. It is also contraindicated for bedridden 
and paralysed patients and those who are on diets deficient in animal fat 

The dose should be just sufficient to produce a normally soft stool, any further 
increase being undesirable and ineffective. Half an ounce (14 ml.) at bedtime is 
usually enough and as little as one or two teaspoonsful is sometimes efficacious 
Some patients are troubled by leakage of the free oil through the anus: this can 
sometimes be overcome by giving the paraffin in divided doses, night and morn- 
ing. Alternatively, the emulsion of liquid paraffin may be used, or the emulsion 
with agar. ‘The small amount of agar in the latter preparation is insufficient to 
have any therapeutic effect. The liquid paraffin and magnesium hydroxide emul- 
sion is a useful combination if increase in bulk as well as softening is required, 
and often suits peptic ulcer patients very well. Paraffin intolerance ts sometimes 
manifest by complaints of indigestion and flatulence, and the best remedy is a 


change to some other aperient. 


OTHER USES AND LIMITATIONS 
Sterilized liquid paraffin is used as a lubricant for instruments, but care must be 
taken to prevent its access to the lungs and closed cavities. Oil which has been left 
in the peritoneal cavity at operation, or injected into connective tissues, has led 
to the formation of a granulomatous tumour or paraffinoma. Liquid paraffin is 
also used for the removal of crusts in skin conditions and is an ingredient of some 
ointments and creams. 

Nasal drops and sprays containing light liquid paraffin are open to the grave 
objection that they interfere with ciliary action and may give rise to lipoid pneu- 
monia. ‘They are not suitable for prolonged use and should not be administered to 
infants and young children. ‘The modern trend is to abandon them altogether in 
favour of isotonic aqueous preparations which serve equally well for most 
purposes 

KENNETH BLACK, M.D., F.R.C.P 
Issistant Physician, St. Bartholomew's Hospital 


NOTES AND QUERIES 


Prewe ntion of Vasal Catarrh mn children of this young age often « atch recurrent 


’ . colds at school bec use the vy have not live | long 
( hildhood enough to develop immunity to the common 


On s " | dy ‘ - 
JURRY Is there a simple remedy to avoid re causes of the common cold. There are siways a 


current attacks of nasal catarrh in my child Saw infections euffesers from this condition 
aged 6 years? Her tonsils and adenoids were during the winter months at the average schoo! 
seen to a year ago. She attends a local council —-;y,, passage of time will be accompanied by an 
school which seems to be the source of infection increase in natural immunity and less liability to 
In other respects she is in perfect health. I am colds. and any general messures for health and 
anxious to mitigate the trouble and ensure hygiene will help, together with cod-liver oil or 
regular attendance at school halibut-liver oil during the winter months 

REPLY If by ‘recurrent nasal catarrh’ is meant If having the ‘tonsils and adenoids seen to’ 
repeated colds, then it must be realized that means that they have been operated upon, my 





675 THE 


first thought ts whether the adenoids were 


completely removed, because pieces are un 
fortunately often left behind and they can cause 
discharge It is better to have intact 
adenoids, though large, 
An even more frequent cause of repeated nasal 
than infection in 
the 
satisfactory x films 
can they be assumed to be so. I expect the pos 


has 


nasal 


than to have remnants 


one or 
Only if 


them to be clear 


catarrh adenoids is 


other of nasal accessory sinuses 


ray show 


sibility of allergic rhinitis been considered 
and eliminated 


JAMES CROOKS, M.B 


Treatment of Undescended Testicles 
In the The 


the Paedi 


undescended 


(QUERY October number of 
‘Advances u 


that 


Practitiones author of 


atrics’ (p. 367) advocates 


testicles should not be treated with hormones 
and only by surgery when ‘owing to mechanical 
interference with its descent, a palpable testicle 
remains in an the 
inguinal canal, after the onset of puberty’. He 


that ‘the 


abnormal position, such as 


also states vast majority of obese 


children do not show an‘ demonstrable endo 


crine pathology’ 
Advances 
treat 


In the same number the author of 


in Endocrinology’ (p. 392) laments that 
ment is not carried out early enough and states 
that ‘it is to advise treatment 


at five or six’ 


now my practice 
He further 


grettably large number of eunuchoid youths are 


states that ‘a re 


seen in hospital practice, with the story of re 
peated assurances from their doctors that all 
would be well in the end’ 

I would be glad of further information as to 


how to treat undescended testicles 


a child 


undescended has 


REPLY \ practitioner presented with 


who has one or both testicles 
three methods of management at his disposal 
namely, (1) surgery, (2) hormone therapy, or 
(3) latsse faire. Before, however, any decision 
can be reached about the relutive advantages or 
disadvantages of these three procedures a de 
examination is essential. If the 


tailed clinical 


testicle is palpable it is necessary to ascertain 


whether it is in the normal pathway or in an 


abnormal An ectopic testicle may be 


palpable in the groin, in the perineum, in the 


position 


anterior abdominal wall or in a hernial sac. In 
into the 
therapy is 


such cases normal descent scrotum 


cannot occur and hormonal also 


Surgical replacement is the 
only When the 


testicle is impalpable it lies within the abdominal 


doomed to failure. 
rational form of treatment 
cavity and in practically all these cases descent 
occurs at or before puberty. Whereas cryptor 
chidism has an incidence as high as 3 per cent 
in schoolboys this is reduced to less than 0.5 per 


PRAC 


rITIONER 


cent. at the age of twent 


form of treatment 
The studies of Hansen ( Pro« 


R Soc. Med 


1949, 42, 645) have proved that the subsequent 
fertility of 
cryptorchidism is no greater 
treated. Most cases of bilateral undescended 

' 


children treated urgically for 


than those ur 


testicles will be sterile, whether or not surgical 


replacement has been carried out 
Whilst endocrinologist 
preparations will produce 


claim that hormon 


the descent of the 
testicle, others are of the opinion that at mo 
hasten a descent tl 


Wi 


e children to the 


such therapy can only 


would in any event occur spontaneously 
therefore needlessly submit the 
uct 


disadvantages and dangers inherent in 


torm of treatment 

With regard to the query concerning 
children it ts a_ well-known fact 
children tend to enter puberty earlier than the 
hus there 


endocrine 


obes« 
that suct 


healthy brothers and sisters would 


not appear to be any deficienc 
associated with this disorder 


Proressor J. M 


SMELLIE, O.B.1 


Prevention of Eczema of the Nipple 
during Lactation 


QUERY I recently had a primigravida 
whose breasts dripped milk between feeds, pro 


wed 15 


ducing a troublesome eczema which affected the 
nipples skin Although | 
tried to protect the breasts with both petroleum 
neither was effective 


temporary in 


areola, ind below 
Lassar 


latter 


and paste, 


the 


jelly 


though produced a 


provement. ‘Phenergan’ tablets were usele 


Cracked nipples developed 
but finally, after two months of 


ind were treated 
breast feeding 
when I was reluctantly deciding to stop lacta 
bilateral cracked 
abs« esses developed, nece 


Can you tell me of any effective tre 


tion, nipple and = breast 
sSitating operation 
itment for 
such a condition? 

the course of events in 
this patient is common. Nearly 
with an ample secretion of milk 
the times when the breast 1s full, considerable 
amounts, milk will flow 


This is due to the expulsive force of the draught 


REPLY Unfortunately 


every womal 


finds that at 


even ounces, ot out 


triggered off by thought 
The 
the sphincteric action of the mipple i 
This produces something of a vicious 


reflex which is easily 


associated with feeding flow is greater it 


relaxed by 
warmth 
circle, for most women feel that they 
material to keep 
It is often 


need t 
wear some kind of protective 
the milk from spoiling their clothes 
this covering which by its impermeable nature 
provides the warmth that relaxes the sphincter 
Eczema of the nipple or areola is then produced 
from the rubber used for protection, from the 








NOTES 


detergent used for washing the absorbent pad, 


or from applications used on the nipple. It 


usually affects first the area wetted by milk 


a nipple, feeding be 


(nce eczema has arisen u 


comes paintul, and despite brave attempts at 


adequate emptying of the breast, it is hkely to 


lead on to abscess formation 


Little can be done to make breasts reliably 
leak-proof although suitable conditioning of the 
onset of her first lacta 


mother’s reflexes at the 


feeds her baby when he 
clock, the 


reflexes are 


tion can help If she 
cries, rather than by the 
which set off the 
likely to be limited to appropriate ones 


stemul 

more 
If one 
will occur and that the 


draught 


accepts that milk flow 
mother should wear something to protect het 
Our experience has 
linings or 
are not washed often 
continue to be after the 
Deteriorated 


clothes what should it be? 


been that brassire with rubber 


rubber flaps fit too closely 
enough, and used 


rubber has deteriorated rubber 
seems to be more nocuous than new material. It 
is better for the mother to have a light brassiére 
and four-inch squares of jaconet. The squares 
can be washed frequently, without troning, and 


thrown away when thev show signs oft 


‘I he y 


which can be 


can be 
veal should be lined with pads of some 
changed if need be at 


Pads of 


tolded several times and sewn up, are probably 


material 


every feeding time surgical gauze, 


the most softly absorbent after the first wash or 


two, and they cling less than cotton-wool 
hey should be washed with pure soap 

Once eczema of the nipple occurs, feeding 
should be discontinued and 
The baby 
be put to the breast for the first day 
effect, and thereafter 
fullness cf the 


that a 


from the breast 


stilbeestrol administered should, 
of course, 
while the stilbeaestrol take 
times according to the 
One has 
nipple affected 
stand up to suckling in that lactation, and the 


better the outlook for 


i few 


breasts reluctantly to admit 


once with eczema will not 


sooner it is cured the 


ubsequent lactations Mavis GUNTHER, M.D 


A Soothing Cough Mixture 
In hi 
Forum’ (The Practitioner, 
Moll describes a mixture of papaverine hydro 
and codeine phosphate, 4 

with tolu and glycerin. | 


General Practitioners’ 
July 1953, p. 76), Dr 


QUERY article in 


chloride, 1,10 gram 


grain per fluid ounce 
wonder if you could please get me the full 
prescription including the amount of tolu and 
of glycerin, as I should lke to try out this 


pres nption 
REPLY 
used was ‘pavacol’ which is included in category 
3 of the ‘Classification of Proprietary Prepara- 

adults I fluid ounce 


The papaverine and codeine mixture 


tions’. For used either 4 


AND 


QUERIES 679 
(14 ml.) daily and 1 ounce (28 ml.) at night of 
| fluid ounce (14 ml.) four times daily 


E. L. Mout, 


M.K.C.S., 


Persistent Furunculosis 

I would appreciate advice on the treat 
ment of the case \ 
aged 28, has suffered during the past 7 months 


(QUPRY 


tollowing young man, 


with furunculosis: first an ischio-rectal abscess 


then a few perianal abscesses; then boils on the 
thighs and gluteal region; a few on his neck and 
a few ‘blind boils’ on both axilla. Just now he 


hus a few, nine to be exact, on the scrotum 

used as he has had 
He is fond of sweet thing 
but there is no glycosuria 


REPLY If, as 
furunculosis 


Pemecillin cannot be 


severe reaction to it 


appears from his history, this 


patient's started in the perianal 


region, the pus from one of his boils should he 


examined to see whether some antibiotic with 


a wider bacterial cover than penicillin might not 


be used to advantage. Should the result of 


bacteriological examination show the causative 


organism, as is more than likely, to be staphylo 


coccus, then aureomycin or the non-toxic oral 


form of penicillin (‘penidural’) could be used 
In these chronic furunculosis cases which are 
often disappointingly resistant to all therapy, an 
autogenous vaccine combined with staphylo 
coceal toxoid is always worth a trial 

Sir ArTHUR PoRRITT, K.C.M.G., CBR, M.CH 


Roe 
Talc-Free Glove Powders 


much interest the 


have read with 


Note on The 


November tssue 


QUERY I 
Practical dangers of talcum 
ot The Prac 


details 


pow der’ in the 


titioner (p Could you let me have 
of the starch 
Where can it be 


stenlized on gloves by the usual methods 


REPLY The 
powders are available in this country 

\utosorb Britatr 

Hio-sors Sutures Laboratones Ltd) 

K2k< Boots’ (Boots Pure Drug 
Lad.) 


576) 


powder substitute mentioned 


obtained? Is ut satisfactorily 


following three talc-free glove 


(Abnl Corporation (Crt 
(Ethicor 
Glove Powder 
powder 


The manufacturers state that these 


can be sterilized by standard techniques 


‘My Old Malaria’ 


QUERY Recently | was a witness in court a 


I had examined a man and found that he was 


intoxicated and thereby unable to drive a car 


The 


condition was due to a bout of malaria. He had 


defending barrister maimtaimed that his 
had malaria in 1942 in India and subsequently 
had recurrent bouts. He has never been abroad 
again since 1942. | gave it as my opinion that the 
man had no symptoms or signs of malaria and 


that it was impossible for malaria to persist for 
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eleven years if he had not been exposed to re- 
The 


who had 


infection barrister then produced two 


witnesses been abroad eleven years 


ago and nine years ago. They both testified that 
they still suffered from bouts of malaria 

Could you inform me whether it is possible 
for a man to continue to have bouts of malaria 
after so long a time and whether these so-called 
‘bouts’ of malaria are due to fever from another 


cause’ 


Reply \ diagnosis of ‘my old malaria’ should 


not be accepted unless the parasites are de- 


monstrated under the microscope. In late re- 


lapses the degree of acquired immunity is 


PRACTITIONER 


that a high degree of 
sit2mia is needed to produce clinical symptoms 


Malignant 


considerable so para 


relapse up to 
and the 


tertian malaria may 


two years after return from the tropics 
more common benign tertian up to four or five 
years. Nearly every case of ‘old malaria’ referred 
to special hospitals in this country turns out to 
be chronic urinary or pulmonary affection 

It is true that in the rather rare quartan malaria 
relapses have been found after twenty years, but 
in such cases clinical symptoms are minimal and 
mal iria 


parasites are easily demonstrated. In 


especially, ‘what the patient says is no evidence 


Sik Georce McRopert, M.p., F.R.C. 


PRACTICAL NOTES 


Salicylates and Gout 


SATISFACTORY results from the use of sodium 
salicylate in the treatment of chronic 
reported by F. G. W. Marson (Quarterly Journal 
of Medicine, July 1953, 22, 331). The tote! daily 
dosage varied from 60 to 140 grains (4 to 9.3 g.), 
divided spread equally 


through the twenty-four hours. It was dispensed 


gout are 


wiven mn three doses 


ina fluid mixture contaming an equal quantity 
of sodium bicarbonate, a flavouring agent, and 


sodium sulphite as a preservative. Each dose was 


made up to half a fluid ounce (14 ml.). Among 


29 patients who received salicylate treatment for 


periods of up to thirty-four months, there were 


only two in whom such treatment did not 


level was a 


the other was a 


control the serum uric-acid one 


patient with severe renal disease ; 
defaulter. ‘Considerable improvement occurred 


in all patients during the periods in which 


odium salicylate maintained the serum uric at 
normal or nearly normal levels’. In 20 patients, 
pain stiffness of the 


“Tophi were noticed to disappear, ulcers to heal, 


and joints disappeared 


jount destruction to be arrested, and the range of 


movements to be increased’. Side-effects were 


minimal: in only two cases had treatment to be 


stopped. ‘Tolerance to the drug usually de- 


veloped within a few weeks. In no case did 
occur, but hypoprothrombinamia 


When the prothrombin 


hamorrhage 
was not uncommon 


concentration fell below 25 per cent. of normal, 


oral vitamin K, 10 mg. twice daily, was given 


until a normal value was obtained. It is con- 


sidered that there is no justification for dietetic 


restriction. For acute gout, colchicine is the 


drug of choice. The pharmacological action of 
sodium salicylate is dependent upon its capacity 


to block tubular reabsorption of uric acid 
The Clock Game in 


Enuresis 
book on ‘An 


Nocturnal 


In his Approach to General 


Practice’, which is reviewed on p. 683 of this 
issue, Dr. R. J. F. H 
‘clock game’ for the 


Pinsent recommends the 
treatment of nocturnal 


With due 
child is taken by his parents to buy a shiny new 


enuresis in children ceremony the 
alarm clock which is to be his own. He is shown 
how to wind it and to adjust the set of the alarm 
himself. The alarm is first set to awaken him at 
10.30 p.m., when he will get up and empty hi 
bladder. if his bed is dry he ha 


and 


scored a point 
half an 


to find himself wet 


night sets the alarm hour 


Should he 


next 
forward awake 
he loses two points and must set his alarm back 
an hour, and go forward again from there. His 
object, which he will understand himself, is to 


achieve a dry bed by the time he actually gets 
up, and when this is maintained the clock has 


served its purpose’. 


Penicillin Fatalities 

Tue incidence of acute anaphylactoid reaction 

to antibiotics during the last two years in 9s 

American hospitals, Sore 51,000 

beds, has been investigated by H. Welch and 
Food and Drug 

and Chemotherapy. 


The inv 


brought to light 63 such reactions which had not 


comprising 


his colleagues of the U.S 
Administration (Antibiotics 


September 1953, 3, 891) tigation 


been reported in the literature 

Injection of procaine penicillin 

Injection of penethamate (‘nec 
leocllin 

Injection of penicillin ‘O 

Oral tablet (dibenzylethylenediamine 


estopen') 


pemecillin Gi) 
Intrathecal injection of streptomy 
Injection of streptomycin 


In addition, the manufacturers of ‘neo-pent! 


1 


reported 25 anaphylactoid reactions follow 
deaths Ar 


SS patients 


the use of with five 


‘neo-penil’ 
analysis of the case-records of these 
showed that in 12 there was a previous history 
of sensitivity to penicillin, whilst in 26 there 
was a history of bronchial asthma, hay fever or 


other allergies. No anaphylactoid reactions were 
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from the use of 


aureomycin, or oxytetracycline 


chloramphenicol, 
The following 


reporte d 


are among the conclusions reached 
Although the incidence of anaphylactoid re- 
actions has increased in frequency during the 


past few years, it is still relatively infrequent 


when consideration is given to the tremendous 
tonnage (30 tons a month) of penicillin dis- 
Patients with a history of 


tributed annually 


bronchial asthma, hav fever, and other allergies, 
to penicillin are more 
The 


em- 


or previous sensitivity 


prone to exhibit anaphylactoid reactions 


seriousness of anaphylactoid reactions 


phasizes again the importance of having a 


clear-cut indication for the use of drugs. In those 
patients with a history of bronchial asthma, hay 


fever, or other allergic the physician must 


balance the hazards involved against the extent 


and nature of the disease being treated’ 


Thiacetazone in Leprosy 
ALTHOUGH ‘a final assessment of its value is not 
yet possible’, John Lowe (Leprosy in India, July 
1953, 25, 188) has found thiacetazone ‘a 


useful therapeutic agent tn This con 


most 
leprosy’ 


clusion is based upon the results obtained in 


treating 197 cases in Nigeria 


The 


was gradually mcreased to 150 or 


for periods up Jo 


29 months initial daily dose was so to 100 
mg., and this 
daily 


a day for six days 


in the 


200 mg The drug was given orally twice 


a week. Two deaths occurred 


series—one, from hepatitis, possibly due 


to thiacetazone. In five cases treatment had to be 


abandoned because of severe intolerance to the 


agranulocytosis in three, haemolytic 


and drug fever in one. Treatment 


drug 
anaemia in one, 
had also to be 
but these 


abandoned in two cases of severe 
yrobably neither 
In three 


psychosis were 
caused nor precipitated by the drug 
cases treatment was ‘rendered almost impossible 
It is 


the results of treat- 


by severe recurrent lepromatous reaction’ 
considered that ‘in 


ment observed closely 


general, 
parallel the results of sul- 
umilar cases; in certain 


phone treatment in 


cases, and in certain respects, the results may be 
than the ulphone treatment’ 


there 


better results of 


he view is expressed that is reasonable 


ground for the expectation that TBI/689 [i 


thiacetazone] will prove to be the best treatment 


yet tried for leprosy’ but ‘longer experience, and 


study of relapse rates, are necessary before its 


place in leprosy treatment can be firmly estab 


lished Its 


phones, are 


advantage with sul- 


that it ts 


compared 
better tolerated, there are 
fewer complications, and continuous treatment 
is more often possible. Its disadvantages are that 
it has to be given once or twice daily (instead of 
twice weekly as in the case of the sulphones), 
effects 


toxk though not common, tend to be 


NOTES 681 


mere serious, and it is several times more 


expensive, 


Cutaneous 


Isoniazid in 
Tuberculosis 


Tue results obtained with tsoniazid in 76 cases 
of cutaneous tuberculosis (24 of lupus vulgaris, 
11 of tuberculosis verrucosa cutis, and one case 
with both lesions) are reported by \ N 
Chakraborty eft al. (British Journal of 
tology, September 19S, 65, 310) The ages ot the 


patients and the 


Derma 
ranged from 4 to 42 years 
duration of the disease ranged from 8 months t 
15 years. The dosage of tsoniazid was 100 to 150 
mg. daily for periods of four to nineteen weeks 
‘Twenty-one cases were ‘completely cured’, and 
eloped resistance to the 
The 


of these, 


two, after improving, dey 
drug and were finally cured with calciferol 


remaining 13 are still under treatment 


three are ‘nearly cured’, six are ‘improving quite 


rapidly’, and four are ‘improving rather slowly’ 


Side-effects of isomazid were minimal, In those 


cases which responded improvement was 


noticed within ten to fourteen days of the 


initiation of treatment 


Measuring the Blood Pressure in 
Children 


li generally accepted in Great Britain that 
blood 


phy ymo 


for the accurate measurement of the 
pressure in children the breadth of the 
manometer cuff should be two-thirds of the 
length of the upper arm. According to H 
Sainsbury (Archives of Disease in| Childhood, 
August 1953, 28, 268), there are three 
m thi 


standard 


sizes of cuffs availabl country —2.<5 cm., 


s.o cm., and 10 cm. in breadth in addition to 


the adult cuff which measures 12.5 cm. He ha 
compared the readings obtained with these 
cuffs 


of all children over che age 


The riocm cuff can be ipphed to the arm 


of three years, but it 


particularly approximates to the required 


dimensions between the age ot even and 


eleven years. Between four and six years it is on 


the large side and gives readings on an average 


obtained with 


length of the 


4 to 7 mm. Hg lower than those 


a cuff strictly proportional to the 


arm. Conversely, mm the twelfth and thirteenth 


and wives high re ding 


should 


mall 
adult cuff 
fifteen years, the 


years it is 
Although the 


under the age of 


not be used 

view 18 &X 
pre ssed that ‘it may with advantage be employed 
ults in the age period 
Below the age of 
cuff will fit the 


years this cuff is on the 


to obtain more stable re 


of 12 vears and over’ four 


years, only the smallest arm, 


but at three small sick 


and readings are found to be & mm. Hg systolx 
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and 6 mm. diastolic higher than those obtained 


with a cuff exactly two-thirds of the arm length 


Swimming Pool Granuloma 
NINE 


cutis, in which the lesions occurred on the 


cases of clinical tuberculosis verrucosa 
site 
of an abrasion incurred in swimming pools, are 
reported by R. B. Rees and J. H. Bennett 
(Journal of the American Medical Association, 
August 22, 1953, 1§2, 1606). The patients’ ages 
ranged from eight to twenty years, and in eight 
had the 


same swimming pool. The site of the lesion wus 


cases the abrasion been incurred in 
on the left knee in six cases, on the right index 
finger in one, and on the front of the right ankle 
in one. It is pointed out that these patients were 
in an age-group in which one would not expect 
to find ‘the reinoculation type of tuberculosis of 
the skin, such as verruca necrogenica or tubercu 
losis verrucosa cutis’. ‘Tubercle bacilli were not 
found in any of the cases, although serial sections 
The 
positive in six of the eight cases in which it was 
performed the 
sibility of silica granuloma and deep mycotk 


were examined tuberculin reaction was 


Serial sections excluded pos- 


infection. No causative agent was demonstrable 
in any of the cases. The authors conclude that, 
although the evidence of a tuberculous origin is 
by no means complete, this is still the likeliest 
Most of the this 
sponded within three to six months, either with 


cause lesions in series ‘re 


conservative roentgen therapy, calciferol, or, in 
somazid, which 


As a 


measure, the resurfacing of swimming pools 


two resistant cases, with 


promptly cleared the lesions’ preventive 
with smooth tiles and raising the chlorine con 
tent of the water are recommended. ‘If this does 
the 
specific way, it at least minimizes the possibility 


not deal with causative agent in some 


of producing abrasions’ 


The Prevention of Chilblains 

AN interesting observation on the incidence of 
chilblains is recorded by B. M. Richardson 
(Chiropodist, September 1953, 8, 
years he has been chiropodist to a community 


327). For eight 
of 32 nuns, but as yet he has never seen a case 
of chilblains among them and he has been assured 
by the head of the convent that none of the nuns 
had this ex 


perience the deduction is drawn that ‘it is the 


suffered from chilblains. From 
modern dress of our times that causes so much 
suffering during the cold weather’. He attributes 
the nuns’ freedom from chilblains to their mode 
‘I do not wish to see our 
generation the black 
era, but I wonder if we, as chiropodists, can 
persuade the ladies to be a little more reasonable 


in protecting their lower limbs’ 


of dress and concludes 


return to wool stocking 


Lipstick Dermatitis 
IN reporting 
Bethel 
Vedical 


points out that ‘it is 


two cases of lipst 


ip 
Jr. (Journal of 1 Ii 
October 33, 104 


ubstance a 


i 
Solomon 

Association 1953 
curious that a 

complex as lipstick, which continuously ay 
plied to the skin, should cause so few reactior 
One of his cases was a woman of 32 who had 
lipstick for par 
ticular offending brand for four years before sh« 
The 
test to all the cor 


fifteen vears, and the 


used 
developed the condition lesion was cot 
fined to the Patch 


stituents of the lipstick were negative 


lips 
She wa 
able to use any other brand of lipstick without 
effect. The other 
, who had used lipstick for el 


woman 


adverse patient was a 


ven years and 


different 


ot 27 
was accustomed to wearing five or six 
1 of swelling 


brands’ Here the reaction consiste 


redness and scaling of the lips, and redne 
scaling of the cheeks and peri-orbital area 
anterior part of the tongue was bright red. ¢ 
subsequent occasion the eruption spread t« 
neck, front of the thighs 

| 


Patc h-testing proved positive to eac h one of het 


chest, arms, and 


lipsticks, and the sensitivity was finally tracked 


down to the eosin. She could use a nor 


lipstick. It 1s 
type of lipstick ts 


allergen pointed out that the nor 


allergenic yen rally objects ] 


to on account of its relative impermanence 

Hardening of the lips to a lipstick containing a 
dye which has proved harmful may be attempted 
ronths but 
\ hopeful 


mecuba 


after a free interval of at least three n 


it scarcely ever meets with succe 


prognosis can be given only when the 
Although the 


usually easy, the followiny causes 


diagnosi 
hould also be 


cold urticaria 


tion period is short 


borne in mind: actinic dermatitis, 


containing 
holder 

orange oO | 

unconsidered 


shoul 1 


dental plates, denture creams 


aniseed oil, toothpaste civarette 
cigarettes, nm ul 


whilst 


mentholated polish 


in bubble gum, uch an 


danger as a husband's moustache wax’ 


not be overlooked 


A Urinary Deodorant 


the characteristica 


To overcome lly unpleasant 


ammoniacal odour, due to decomposing urine 


which tends to hang about rooms and ward 
frequented by elderly or :mcontinent patients 
Th. Raynal (Presse Médicale, August 8, 1953 
61, 1078) recommends the use of 
(B.P.) litre of 
formaldehyde combines with the ammonia 


odourle 5 \r 


irritating 


ution of 


formaldehyde 6 ml. in a water 


The 
to produce urotropine, which ts 
the strength recommended, it ts non 
to the eyes and nose, and does not damage liner 
or instruments. It has the further advantage of 
being cheap and can therefore be used as often 


as necessary 
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REVIEWS OF BOOKS 


In Introduction to General Practice. By 
D. CRADOCK, M.B., 
London: H. K & Co. Ltd., 
1953. Pp. xv and 553. Price 42s. 
Approach to General Practice. By 
J. F. H. Pinsent, m.p. Edinburgh 
Bs. 2s Livingstone Ltd., 1953 Pp. 
viii and 166. Price 12: 
THESE two welcome 


Cu.B., D.Opst.R.C.0.G, 


Lewis 


books have much in com- 
mon. The authors are both of post-1939 vintage 
Both are in general practice in partnership, and 


They 


differ in that one is in rural practice and the 


both have a higher degree or diploma 
Their approach to the 


both 


other in urban practice 


subject is fundamentally the same, and 
have considered it advisable to have a foreword 
provided by a distinguished leader in the pro 
fession. The main difference between the two 
books is that Dr 


tailed therapy, whilst Dr 


Cradock includes much de 
Pinsent restricts him- 
Thus, Dr 
surgery’, 


self to general principles Pinsent's 


chapter headings include: ‘the neigh 


bours in practice’, ‘the orchestra of health’, ‘the 


doctor's documents’, ‘the mind of the doctor’ 


‘the mind of the patient’, ‘serious illness’, ‘less 


’ 


serious illness’. On the other hand, Dr. Cradock 


deals with diagnosis and treatment in much 


more detail e.g., the patient who asks for a 


tonic’ trivial’ complaints’, ‘the patient with 


a headache’, ‘antenatal care’, ‘the naughty child’, 
common disorders of women’ 

Both write well, though perhaps Dr. Pinsent’s 
Cradock 


has not been too well served by his publishers 


style is rather more polished, and Dr 
in the way of misprints. Their advice is essenti 

ally sound, though one may perhaps regret Dr 
Pinsent’s suggestion that minor surgery should 
be referred to the hospital casualty department 
As Dr. Cradock shows, much minor surgery can 
be satisfactorily dealt with by the general prac 

titioner in his own surgery. Fortunately, the re- 
an opinion as to which of 


better 


viewer need not give 
these two books is the They are both 
valuable contributions to medical literature, and, 
indeed, they are complementary to each other 


Dr. Pinsent’s should be read by every senior 


medical student in his final year, and re-studied 
carefully if and when he decides to enter general 


When he 


practice he should then buy Dr 


enters general 
Cradock’'s book 


for the detailed advice it gives on diagnosis and 


practice actually 


treatment. The already established practitioner 


will also learn much from these books, es 


pecially Dr. Cradock’s: a comparison of his own 


methods and those of Dr. Cradock should prove 


a stimulating pastime for the long winter 


evenings 


Surgery of Infancy and Childhood. By 
Rospert E. Gross, M.p., D.se. Phila 
delphia and London: W. B. Saunders 
Company, 1953. Pp. 1000. Figures 567 
Price 8os 

Tuts encyclopedic volume reveals and analyses 

that part of the wealth of the surgical material ot 

the Boston Children’s Hospital not concerned 
with orthopaedic, neurological, plastic, or ear, 
nose and throat surgery. Even then, despite the 
there are a few omissions. But 
lack of con- 
idenitis, for 


thousand pages, 


no one will feel aggrieved at the 


sideration of tuberculous cervical 


instance, when conditions in which new and ex 


citing advances have been made are so fully 


considered. Such, for examples, are tracheo 


wsophageal fistula, Hirschsprung’s disease, 


meconium = ile us, impertorate anus, and the 


tetralogy of Fallot. In these chapters and in the 


others the author has blended academic and 


practical aspects admirably. Of particular value 
in each are the results of treatment, based upon 
Whilst the beliefs 
author and his colleagues 
other 


thorough follow-up statisti 
and practices of the 
are naturally set forth most prominently 
and procedures are not omitted from dis 
Detailed 


clearly given with a wealth of slustration 


ideas 
cussion operative procedures are 
It is impossible to criticize this volume ad 
it is only possible to differ in 


detail. A 


highest order m 


versely in any way 


opinion on some of its new and 
stimulating work, it 1s of the 
presentation and production, maintaining and 
mcreasing the Harvard 


Medical School 


mn the care of 


reputation of the 
For the 
children it 


practitioner 


urgeon at all involved 
seems an essential 
acquisition; the who wishes to 
keep his finger on the pulse of progress 


much to interest and inform him in it 


will find 


pages 


Ear, Nose and Throat Diseases for Vedical 
Students. By WiLtiaM McKenzie, M.B., 
B.Ccur., F.R.C.S. Edinburgh . os 
Livingstone Ltd., 1953. Pp. vii and 260 
Figures 95. Price 215 

with which the essential points of 


Tue clarity 
ear, nose and throat diseases are presented tn this 


small book enhances the author high reputa 
He has deliberately cut out all 


interest. For 


tion as a teacher 
matters that are of only academ« 


example, he speaks of acute tonsillitis without 


the time-honoured distinction between follicular 
and parenchymatous. Students will appreciate 
the summary at the beginning of each chapter, 
revision questions at the end. Any of 


asked in 


and the 


these questions might well be final 
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paper or viva. The inclusion of ‘potted case 


histories’ in the text in order to underline some 
important principle is an excellent idea 
It is all-important that a students’ textbock 


as arresting as this should be sound. Perhaps in 
the next edition therefore some alterations will 


The 


no place for the sulphonamides in otology even 


be made author seems to feel that there is 


in the treatment of meningitis He also gives the 
that 


women is best 


impression post-cricoid carcinoma = in 


treated by irradiation and he 
Most otologists 


that the facial 


makes no mention of surgery 


would disagree with the dictum 


nerve is much more vulnerable to operative 
trauma in the radical mastoid than in the cor- 
tical evident 


operation. Over-simplification ts 


when discussing laryngeal paralysis. Examiners 
expect rather fuller knowledge of the mechan- 


ism than is umparted here 


Slipped Capital Femoral 
ARMIN KLFIN, M.D, R. J 
Joun <A. Remy, M.p., and 
HANELIN, M.D. Springfield, 
Charles C Thomas; Oxford: 
Scientific Publications, 1953 


Epiphysis. By 
JOPLIN, M.D., 
JosePH 
Illinois 

Blackwell 

Pp. xiv and 
130 Figures 77 Price 495. 

THis book ts 


‘American lecture 


a monograph published in the 
in roentgen diagnosis’ series 
Slipped femoral epiphysis aptly lends itself to 
pictorial display. It is a pict ure story book and, 
like all such, one needs will-power to read the 
text at all because the 


the text 


pictures are so attractive 


‘The 


accurate. It 


information tt 
deals, of 
only with the x-ray aspect of the con- 


However, s short 


contains concise and 
course, 
dition. ‘The whole of the matter can be absorbed 
in half an hour, but it ts valuable as a reference 


book 


normal 


s of x-rays of 
When 


roentgeno- 


a beautiful 
different 
that the 


It contain serve 


hips at ages will 


Americans realize word 


gram’ and its variants offend civilized ears? 
The Ciba Foundation Colloquia on Endo- 
Vil. Synthesis and 
Vetabolism of Adrenocortical Sterotds 
Epirep BY W. KLYNE, M.A., PH.D., 
G. E. W. WotstTeNHOLME, O.B.E. M.B. 
B.cu., and Marcarer P. CAMERON, 
M.A., A.B.1 London: J. & A. Churchill 
Ltd., 1953. Pp. xvii and 297. Price jos. 
‘THis 


crinology. Volume 


volume is a report of a meeting held in 


July, 1952, and the reviewer would once again 


take the opportunity to deplore the passage of 
one year before publication of the report It 
maintains the usual standard of exce llen« e of the 
series and, like some of the other volumes, com- 


bines reports of discussions which are at least as 
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The 


contents are a sharp reminder of the breadth of 


valuable as the papers preceding them 
the subject of endocrinology and of the fact that 
the clinician can only be regarded as a specialist 
The 


trend of the subject matter concerns pathways to 
i 


in a narrow portion of the whole main 


the synthesis, chemical in the laboratory ar 
biochemical in the organism, of adrenal cortical 
From the 
chemist the greatest difficulty is the 


hormones. point of view of the 
introdu 

tion of oxygen at the 11-carbon position, and no 
fewer than seven of the purely chemical papers 
are concerned with this question. The second 
half of the book consists of a symposium on the 
biochemical synthesis and degradation of 
adrenal hormones in the body and an analysis of 
adrenal achieves 
A valuable 


showing the 


the mechanism by which the 
the production of these substances 
adjunct in this volume is a table 
accepted chemical names of adrenal steroids and 
other names im current use. 

found rather 


heavy reading for those not chemically inclined 


Although this volume will be 


the editors must be congratulated on the ex 


cellence of a most valuable report 


The African Mind in Health and Disease 
A Study in Ethnopsychiatry. By J. C 
Carotuers. London: H.M. Stationery 
Office, 1953. Pp. 177. Price tos. 

Even when his language has been mastered and 

his conventions of description understood, it ts 

African 

without knowledge of his normal thought and 


difficult to assess mental disorder in the 


attitudes. Dr. Carothers with the support of the 
World Health Organization has undertaken the 
task of bringing together the rather slender body 
of knowledge of the subject and to present it in 
a form likely to be useful to the medical worker 
in Africa. 

Dr. Carothers is particularly well qualified for 
this task. Having 
Government Medical Officer in 


worked for nine years as a 
Kenya he was 
for twelve years in charge of the mental hospital 
and prison in Natrobi. After service as psychi 
atric consultant to the East African Command, 
he returned from the war to a consultant post in 
an up-to-date mental health service. He ap- 
proaches the subject without prejudice and re 
the generalizations 


he ard daily 


s the factor 


peats none of traditional 


about natives which he must have 
throughout his service. He examine 


phys al, geographical, cultural, nutritional, 
ethnological and pathological which may be at 
different 


mental 


forming the personality of 
the effects of 


critical 


work in 
and illness and 
His the 


illustrated throughout by his unique experience, 
Of the effects of 


groups 


stress review of literature 1s 


vividly and clearly described 
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climate on personality, tor instance, he says 


Foresight is in many ways not lacking, but it 
can be of little avail in the face of a failure in the 
rains’ 

The Mental Health Division of W.H.O., by 
making the right facilities available to the right 
work 
scholarly and practical and which, for some time 


\“ ill be 


man, have sponsored a which is at once 


to come an essential handbook to those 
who practise on the African continent 

ARNOLD 
Butter- 
» 1953 


Price gos. 


Clinical Genetics. Epirep 
SORSBY, M.D., F.R.C.S 
worth and Co 
Pp. x and 603 


BY 
London 
(Publishers) Ltd 
Figures 211 
THirty distinguished clinicians and geneticists 
America have contributed 
chapters to this book, of which the 
the 
editor, 


from Europe and 


first ten are 
and remainder to 


The 


to blend 


devoted to theoretical 


clinical, considerations however, 


talents into a 
has 


peculiar jargon into 


been able these 


book In 


in eradicating the 


has not 
readable 
ceeded 


which writers on human genetics so easily slip, 


particular he not suc 


often perhaps to conceal their uncertainties in 
a subject in which theory has so far outstripped 
reliable observations 
tions. As a 


satistactory 


and practical considera 
work the 
selected bibliography after 
the key 
Nevertheless 


themselves as 


reference book is also un 


and the 
each chapter often omits many of 
mentioned im the 


the 


references text 


many of chapters tand by 


excellent accounts of their subject. Professor 


Crew's account of mutation ts a model of con- 
Dr 


account of metabolx 


cise writing Klein, of Geneva, gives a lucid 
disorders and Eliot Slater 
a clear picture of the genetic factors in 


psv« hiatry 


Our National Ill Health Service By 
SURGEON Vice-ADMIRAL SIR SHELDON F, 
DwuDLEY, K.C.B., F.R.C.P., F.R.S. London 
Watts & Co Pp. xiv and 225. 


Price Iss. 


» 1953 


‘Tuts stimuiating and provocative essay by one 
of the most outstanding medical officers in the 
history of the Royal Navy, is a joy to read. The 
thesis is the that the ‘fundamental 
defect of the 1948 National Health Service is 


that it is not so much a health service which has 


simple one 


been and deliberately designed to 


the 


primarily 


preserve and advanc« health and sanity of 


the nation as a whole; but that it is primarily and 
deliberately designed a 


chief 


a medical service whose 


function is to treat, care for, and, if 


In a real health service 
the 


possible, cure, the sick 
for 


should be 


medical amenities sick and ill-adapted 
the 


State’s primary responsibility of preserving the 


misfits of society secondary to 


OF BOOKS 


O35 


health of the healthy the 
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aisease 


und of prevention of 
L.ooking bac k 


al life as 


over his fifty vears of pro 


fessior i climecian, public health officer 
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the Iti 


stating wu their 


ministrator, able 


wealth of experience to illustrate h 


similes are 1 often de‘ 


effect 


ing ) 1 


apt ar 
Although 


more 


chin medicine (‘doctor 


difficult discipline in which to 


become prohicient ! tive medicine 


public health, of vork, vet clu 


medicine ts not nearly luable to the State 


a whole as preventive medicine, at 


TrMore 


diamor cutting ts “more useful than 
laving, ilthough diamond 
kilful and highly 
has all the 
quarter deck, but the reaso 


of the 


cutter are 
paid than bricklaye 


style frankne ind sumplhieity 


ing behind 
He 


ibinet mu 


Harley 


scientist and rationalist 


specter of person und « 


admirals and “treet 


toible 


servants, veneral 
all have their 

Typical of his sty 
from the 


mercile 
followin 
\frer ¢ 
dithcult to 
nd betore The 
lilunter wrote to the ftamou l 
Don't thonk the « 
remark wa b Royer 
knows how 


mace uch a banal 


ection of 
literature 
| 


Dect 


of medical 
thing that ha 
John 
Jenner 
This 


500 year ‘ 


net larmou 
iward 
wnt 

Bacon 
many 


elt 


peru 
race 


(sod 


arrie 
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people roust have 


evident remark when no listener 
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which no d 


who thought it 
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the 


ctor, 


profession he belong 


to mi 


Scope and Interpretation of the Commoner 
Biochemical Tests. Produced by the 
Biochemical Department of the South 
\frican Institute Medical Research 

Pp. 12 Price 


for 
Johannesburg, 
bd 


mall bool 


1953 
1os 
THis 


value to 


hould 


practitioner 


prove oft wt itp 
rticularl to re 
Arh the 


ind p 
cently qualified housemen 


ough, i 


authors point out, it is necessary to be di 


. , 
mrmati 


in a summarized book such as thi they have 
said sufficient under each heading for the reader 


to understand the inter} 


Vhe 

vhuch ma 
diagnosis of the 
Normal 


vorth 


retautio# 


and desirability of particular test 
the 
tabli hing the 


T he 
table 


clearly indicat different test 


be helpful in « 
under review 


disease ummary ot 


form 1s a while 


that 


etc.’ im 
(ne 


Findings, 


inclusion might suggest the normal 


values which are given in mg. per 100 ml. might 


also have been shown in mille-equivalent 


the 


per 


litre with a brief digression on irithmetu 
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involved in converting one to the other. It might 
also have been advantageous to have had a brief 
account of the collecting of 
corporated in this book. 

The authors, 
mented on very successfully summarizing much 


specimens in- 


however, are to be compli- 
useful information in a book of handy pocket- 


reference size 


NEW EDITIONS 
Parsons’ of the Eye, by 
Duke-Elder, k.C.v.0., M.D., D.Sc., F.R.C.S., in 
its twelfth edition (J. & A. Churchill Ltd., 42s.), 
The sections 


Diseases Sir Stewart 


has undergone extensive révision 
on virus diseases, the etiology of uveitis, the 
and glaucoma have been re- 
A chapter on general therapeutics has 
added, which with the 


accepted principles of the treatment of ocular 


retinopathies, 
written 
been deals generally 
infections by sulphonamides, antibiotics, cor- 
tisone and ACTH. New conditions such as toxo- 
plasmosis and retrolental fibroplasia have been 
Practically a hundred 
have been added, and many of the oid ones have 


included. illustrations 


been replaced. A welcome and commendable 
feature is that, in spite of all these additions, it 
has been found possible to reduce the size of the 
book by over a hundred pages. For practically 
hitty 
books on the subject for students and general 


years this has been one of the best text- 
practitioners. This new edition ensures that its 
usefulness will be maintained for many years to 


come 


Rawling’s Landmarks and Surface Markings of 
the Human Body, ninth edition, revised by J. O. 
Robinson, r.r.c.s. (H. K. Lewis & Co. Ltd., 
12s. 6d.).—-For close on fifty years, Rawling’s 
‘Landmarks and Surface Markings’ has filled a 
useful place in the medical student's library. It 
is comforting to find that the reviser of this new 
edition has sake of 
The text is virtually unaltered; a few 


avoided change for the 
change 
new illustrations and a revision of the section on 
ossification are the only new features. It is time 
that the weight and lengths of the several organs 
were translated to the metric system; and 
several of the plates could with advantage be 
made more accurate, but the book admirably and 


inexpensively fulfils its time-honoured purpose 


of Bones and Joints, by a, k 
Brailsford, M.D., PH.D., F.R.C.P., F.1.C.S. Fifth 
edition (J. & A. Churchill Ltd., 90s.).—This 
volume has increased steadily in size through the 
years and now extends to over 800 pages. In this 
new edition over 200 new illustrations have been 
added, or used to replace older and less satis- 
factory skiagrams. This is a welcome feature of 
this new edition, and little fault can now be 


The Radiology 


THE PRACTITIONER 


found on this score. It is an indication of the 
diligence of the author that so many recent 
articles have been scrutinized and considered in 
relation to the text of this volume. This is not 
the most readable of books because of the some 
what discursive method of writing, but this 
enables the author to incorporate many 
histories and critical discussions which to the 
inquiring and thoughtful! reader enhance greatly 


case 


the value of this volume—easily the most 
intensive and informative on its subject in the 
English language. Yet it is an indication of the 
Herculean task in keeping such a textbook up to 
date to note the absence of reference to such 
excellent articles as Brems and Bojlen on hyper- 
telorism, and the delay in assimilating com 
paratively recent literature such as the article on 
cherubism by Jones, Gerrie and Pritchard in 
1950. These minor criticisms, however, in no way 
detract from the indispensability of a publica- 
tion which does the greatest c redit to the author, 


the subject and British medical literature 


The Vitamins in Medicine, by Franklin Bicknell, 
D.M., M.R.C.P., and Frederick Prescott, M.s 

PH.D., M.R.C.P., F.R.1.C., in its third edition 
William Heinemann (Medical Books) Ltd., 
70s.) has been largely rewritten. The encyclo- 
padiac scope of the book can be judged from the 
fact that there are over 5000 references (aneurine 
alone claims practically a thousand). This is one 
of the most comprehensive books on the subject 
in the English language, and as a work of 
reference it is an essential constituent of every 
medical library. The practitioner will find it of 
little value in assessing the validity of the various 
conflicting claims for different vitamins, but as a 
précis of the gargantuan literature on the sub- 
ject it is a tribute to the skill and assiduity of 
the authors. Someone had to do the job, and 


they have done it well 


Frau (Backache in the 
Martius, 
19.50) 


Die Kreusschmerzen der 
Woman), by Professor Dr 
fourth edition (Georg Thieme, DM 
This is a unique little book, as it gives a com 


Heinrich 


plete survey of the subject of backache in the 


woman from both orthopedic and gynxcological 
aspects; author. That 
it is in its fourth edition speaks for its popularity 


moreover, it is by one 


on the Continent 


BINDING CASES 

Binding cases for this and previous volumes are 
in green cloth with gilt lettering, price 5s. each, post free 
Ihe cases are made to hold 6 comes after the advertisen 

pages have been 
Alternatively, subscribers 
inclusive charge of 12s. 6d. per 
the cost of the binding case and return postage 


availat 


removed: they are not self-binding 


copies can be bound at an 


volume; this includes 


Notes and Preparations, see page 687 
Fifty Years Ago, see page 693 
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Low Dosage—Wide Spectrum Antibiotic! 





“ureom yen 
&> 


Dramatically Effective—Remarkably Economical 


The antibiotic range of aureomycin is unsur- 


MYODROCHLORIOE CRYSTALLINE 


passed .. . A dosage of 1 Gm. daily is usually 
curative, and the total dose required is lower 
than with other antibiotics . . . The early 
use of aureomycin may avoid extensive 
surgery .. . The abbreviation of hospital 
’ PACKAGES 
stay and convalescence thus made pos- ,,,,..,; 


sible by aureomycin saves your patient 


many times its cost. 


LEDERLE LABORATORIES DIVISION 
Oyanamid Products Ld 


BUSH HOUSE, ALOWYCH, LONDON, W.C.2 TEMPLE BAR 5411 
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APRESOLINE 


| -hydrazinophthalazine hydrochloride 


A NEW APPROACH 
TO THE PROBLEM OF 
HYPERTENSION 


Apresoline is a significant and unique development in 

this field and although it is not presented as the final 

answer to the problem, it will be found of value in 
many cases of 


essential and early malignant hypertension 


either alone or in combination with other drugs. 


A 14 page booklet is available on request. 


Tablets of 25 mg. and 50 mg. 


ipresoline is a registered trade mark Reg. user 


CIBA LABORATORIES LIMITED 


HORSHAM - SUSSEX 


Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
“ANSOLYSEN’ (pentapyrrolidinium bitartrate) ts a 
ganglion-blocking agent which is indicated ‘in 
selected cases of severe essential and malignant 
hypertension’. Supplied in 40-mg. and 200-mg 
tablets, in 0.5 per cent. and 2.5 per cent. solu- 
tions, and as ‘Ansolysen’ Retard (2.5 per cent. 
pentapyrrolidinium bitartrate in polyvidone 
solution 0.5 per 
chloride). (Pharmaceutical Specialities (May & 
Baker) Ltd., Dagenham, Essex.) 


with cent. ephedrine hydro- 


‘APRESOLINE’ (1-hydrazinophthalazine hydro- 
chloride) is now available in Great Britain and is 
said to be ‘effective in the treatment of essential 
and early hypertension, particularly those cases 
persisting or recurring after sympathectomy’. 
tablets in bottles of 


Ltd 


Available in 25- and so-mg 
25, 100 and soo. (Ciba 
Horsham, Sussex.) 


Laboratories 


‘EryTHROCIN’ (Erythromycin, Abbott) ts an 
antibiotic which is ‘effective orally against gram- 
positive organisms including those resistant to 
Reports so far 


Supplied in 


other antibiotics’. published 


suggest that it is of low toxicity 
100-mg. ‘specially coated’ tablets in bottles of 
25. (Abbott Ltd. 3 Wadsworth 


Road, Perivale, Middlesex.) 


Laboratories 


‘“GUANIMYCIN’, formerly known as ‘guanillin’, 
is streptomycin sulphate and sulphaguanidine 
in powder form, and is indicated ‘in the treat- 


ment of common gastro-intestinal infections’ 
When appropriately diluted, each fluid ounce con 
tains 0.25 g. streptomycin and 2 g. sulphaguani- 


dine. (Allen & Hanburys Ltd., London, E.2.) 


flavoured oral sus- 


(dibenzylethyvlenedi- 


‘“NEOLIN’ is a ‘pleasantly 
pension of benzethacil’ 
amine dipenicillin-G), containing 300,000 units 
in each five ml. Benzethacil remains stable in 
aqueous suspension for at least two years at 
room temperatures. It is intended for ‘the oral 
treatment of penicillin-sensitive infections, es- 
Supplied in bottles con- 


(Eh Lilly & Co. Ltd., 


pecially in children’. 
taining 2 fluid ounces 
Basingstoke, Hants.) 


*RauwiLorw’ and ‘Rauwi_toiw+ VeRILoWw’ are 
intended for the treatment of hypertension, the 
‘mild and moderate cases’ and the 
Each 
mg. of the 


tormer for 
latter for 
tablet of ‘rauwiloid’ 
standardized alkaloids of Rautolfia serpentina, 
and each tablet of ‘rauwiloid + veriloid’ contains 


‘severe and resistant cases’. 


contains 2 


1 mg. of ‘rauwiloid’ plus 3 mg. of the standard- 
ized alkaloids of Veratrum viride. 
supplied in bottles of 60 and 500 tablets and 


‘Rauwiloid’ is 


100 and 500 
Kirke 


‘rauwiloid +- veriloid’ in bottles of 
tablets. (Riker Ltd., 29 
white Street, Nottingham.) 


Laboratories 


PHENOBAR 
and de- 


“THeoprox with 
BITONE’ provide ‘a safe, convenient, 
pendable method of oral administration of 
aminophylline in doses large enough to produce 
blood levels of theophylline comparable with 
those following parenteral aminophylline ad 
ministration’. Each tablet of ‘theodrox’ contains 
3 grains of aminophylline and 4 grains of dried 
Each tablet of ‘theo 


*THeoprox’ and 


aluminium hydroxide gel 
drox with phenobarbitone’ contains, in addition, 
| grain of phenobarbitone. Issued in bottles of 
25, 100 and 1000. (Riker Laboratories Ltd., 29 
Kirkewhite St., Nottingham.) 


PHARMACEUTICAL NOTES 
LABORATORIES Lrp. announce that the 
Health's 


reviewed the 


ABBOTT 
Ministry of joint committee on pre 
scribing has classification of 
‘selsun’ and has decided to place it im category 
3 as ‘a new remedy of proved value’. (3 Wads 


5 
Middlesex.) 


worth Road, Pe rivale ’ 


SCHERING Lp. announce that they 


pack of ‘oblivon’—in 


Bririsu 


have introduced a new 
plastic tubes each containing 4 capsules. (229 


231 Kensington High Street, London, W.8.) 


Burroucus Weticome & Co. announce the 
introduction of ‘Wellcome’ brand diphtheria 
tetanus-pertussis prophylactic (D.T.P.P.). ‘This 
preparation contains no alum or other mineral 
ampoules, 


(133-193 


carrier. Issued in sets of three 1-ml 
and rubber capped bottles of 10 ml 


Euston Road, London, N.W.1.) 


intro 
duction of new These 
are 1-ml. ampoules which contain the hormone 


announce the 
‘M crystules’ 


Cipa Lanporarories Lip 
hormone 
in the form of microcrystals of a maximum 
diameter of 0.1 mm., and can be injected intra- 
muscularly through a hypodermic needle of the 
injection of oily 


They are 


type usually used for the 
solutions. They contain no nupercaine 
‘perandren M’' containing testos 
‘percorten M’ containing 
‘lutocyclin M’ 
‘ovocyclin M’ 


(Horsham, 


available as 
terone isobutyrate; 
deoxycortone trimethylacetate ; 
containing and 


containing astradiol monobenzoate 


progesterone, 


Sussex.) 


INSULIN 


announced 


A NEW 


following 


LONG-ACTING 


THe details have been 
concerning the long-acting insulin 


this 


three new 


preparations which are now available in 


country. It is claimed that these new insulins 
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control the blood sugar of about go per cent. of 
diabetics by one injection daily. In addition, as 
they contain no foreign protein, they are less 
likely to cause allergic reactions. The approved 
names chosen for them by the British Pharma- 
copaia Commission insulin zinc sus- 
pension; insulin zinc suspension (amorphous) ; 
insulin zinc (crystalline). Insulin 
zinc suspension of action of 
approximately twenty-four hours and is avail- 
40 I.U. per ml. Insulin 


are 


suspension 
has a duration 
able in one strength 
zinc suspension (amorphous) has a duration of 
action of approximately twelve to sixteen hours, 
and is available in two strengths: 40 1.U. per 
ml., and 80 I.U. per ml. Insulin zinc suspension 
(crystalline) has a duration of action of over 
twenty-four hours, available in one 
strength: 40 I.U. per ml. 
ALLEN & Hansurys Lp. 
three preparations available under the names of 
‘Insulin zinc A.B.’; ‘Insulin zinc 
suspension (amorphous) A.B.’; ‘Insulin 
suspension (crystalline) A.B.’. Each is issued in 
vials of 10 ml. (London, E.2.) 
Burroucus Wei_icome & Co. have made these 
available the names of 
brand insulin zinc suspension; 
brand insulin = zinc 
‘Wellcome’ brand 


and is 


have made these 
suspension 
zinc 


preparations under 
‘Wellcome’ 
‘Wellcome’ 


(amorphous) ; 


suspension 


insulin zinc 


suspension (crystalline). Each is issued in vials 


of 10 ml. (183-193 Euston Road, London, 


N.W.1.) 

Evans Mepicat Suppiies Lp. 
these preparations available under the names of 
‘Novo lente’ (insulin zinc suspension); the 
identification colours are vermilion/blue. ‘Novo 
(amor- 


have made 


zine Suspension 


semilente’ (insulin 
phous)); the identification colours are mauve 
blue for the 40 I.U. per ml. strength, and 
mauve/green for the 80 I.U. per ml. strength. 
‘Novo ultralente’ (insulin zinc suspension 
(crystalline)); identification colours are brilliant 
yellow/blue. The price (to retail chernists) is 
48. 44d. for the 40 I.U. per ml. strength, and 
8s. 3d. for the 80 I.U. per ml. strength. (Speke, 
Liverpool 19.) 


CANCER RESEARCH FUND 
10, Professor H. R. Dean 
laboratories of the Imperial 
Cancer Research Fund at 48 Lincoln’s Inn 
Fields, London. These premises have been 
rented from the Royal College of Surgeons, and 
are intended for special investigations on out- 
standing problems of cancer in human path- 
ology. The staff in these laboratories will work 
in close collaboration with the staff of the 
Fund’s other laboratories at Mill Hill. The 
Lincoln’s Inn Fields laboratories are under the 
CONTINUED 


IMPERIAL 
On November 
opened the new 


PRAC 


TITIONER 


direction of Professor G. Hadfield, whilst Dr 
James Craigie is in charge of the Mill Hill 
laboratories. (Imperial Cancer Research Fund, 
The Royal College of Surgeons, Lincoln’s Inn 
Fields, London, W.C.2.) 


TUBERCULOSIS IN SCOTLAND 
A DEPRESSING picture of the tuberculosis 
position in Scotland is painted in the annual 
report (1952-53) of the Royal Victoria Hospital 
Tuberculosis Trust. In Scotland the death rate 
from pulmonary tuberculosis in young men aged 
15 to 24 1s half as much again as it is in England, 
whilst the mortality young women in 
this age-group is twice as high. Although the 
notifications of respiratory tuberculosis had 
fallen to 7,259 in 1952, compared with 8,653 in 
1949, this is over 60 per cent. higher than the 
lowest number in 1936. This re- 
presents a genuine increase, and not one due 
the introduction of such new diagnosti 
measures as mass miniature radiography. Strong 
exception is taken to ‘the publicising each year 
of an overall death-rate figure which is stated to 
be yet another low record for tuberculosis’: this 


among 


recorded 


to 


‘does a disservice since it creates in the mind of 
the people an erroneous impression that 
tuberculosis is “‘on the run”. . . The fact that 
in Scotland the statistics are worse than in most 
countries of Europe from which reliable figures 
are available is little appreciated’. (Royal 
Victoria Hospital Tuberculosis Trust, 42 Castle 
Street, Edinburgh.) 


FILM NEWS 

Respiratory Tract Infection in Children’s Wards 
(16 mm., sound; running time 15 minutes) is one 
of the Ministry of Health series of films on the 
prevention of intended 
primarily for training student nurses. It is pro- 
duced by the Central Office of Information and 
made by Basic Films and may be hired from the 
Central Film Library, Government Building, 
Bromyard Avenue, Acton, London, W.3, at ros. 
for the first day and 2s. per day thereafter. 


cross-infection and is 


Therapy Influencing the Autonomic Nervous 
System (16 mm., colour, sound; running time 19 
minutes) presents a short review of the 
anatomical and physiological background for 
the rational use of drugs acting on the auto- 
nomic nervous system, with particular reference 
to the treatment of gastro-intestinal disorders. 
Available free on loan. (G. D. Searle & Co. Ltd., 
17 Manchester Street, London, W.1.) 


FILM STRIPS 
The Nursing Couple.—This 24 mm. x 18 mm. 
coloured film strip, consisting of 20 frames, 
produced with the cooperation of the Central 
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(Pfizer) , - se 
lerramycin 


respiratory tract 


infections 


The value of Terramycin in the general 

field of infective medicine is due to its very INDICATIONS IN 
RESPIRATORY TRACT 
INFECTIONS 


wide antibacterial range, its versatility and 


ease of administration, the rapidity of its 

action, and its remarkably low toxicity. In - Bronchitis 
2. Bronchiectasis 

respiratory tract infections the particular ® Pestucis 

value of Terramyein lies in its efficacy . Bacterial Pneumonia 

Atvpical Pneumonia 


. Q Fever 


. Lung Abscesses 


against the variety of etiological agents in- 
volved. Therapeutically effective amounts 


of Terramycin can be demonstrated in the . Other Respiratory Tract 
3 Infections due to 
pleural fluid after oral administration. ) > ° RNR NE RT NI 


organisms. 


Terramycin can now be used for all suitable conditions 
in Hospitals in Great Britain, and a complete range of 
oral, intravenous and topical dosage forms is available. 


(Pfizer 


LTD FOLKESTONI RENT 


“GRAM FOR GRAM TERRAMYCIN IS UNEXCELLED AMONG BROAD-SPECTRUM ANTIBIOTICS” 
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Council for Health Education, illustrates normal 
breast feeding at the end of the first month. It 
shows the baby being lifted and changed before 
feeding, the mother preparing her elf, the baby 
breast and bringing up wind, fol- 


feeding at the 


lowed by social inter ourse and play between 
both partners and finally the return to bed of a 
The colours are disappointing 
films The 


give a fair visual impression of a normal 


contented baby 
owing to under-exposure of the 
picture 
hould prove useful in 


routine breast feed and 


mothercraft teaching 


For Babies Born too Soon.—This 24 mm. x 
18 mm. black and white film strip, consisting of 
produced in cooperation with the 


object of 


49 frame $+, Wa 
World Health Organization, with the 
informing the general public of the latest de 


velopments in the care of premature infant 


The pictures were taken in the Centre for the 


care of premature babies in the Ecole de Puén 


culture in Paris and show the various stages of 


care of a premature infant born at home 


transportation in a portable oxygen incubator to 
feeding, weighing 


the Centre and nursing care, 


and medical supervision in an incubator there 
This film strip 


modern 


gives a general impression of 


facilities for the care of premature 


babies but ts too superficial to be of much 

medical value 
Both film strip 

Unicorn Head Visual Aids 


I ondon, S.Waos 


may be obtained from 


L.td., 40 Broadway, 


NEW 
Revue Suisse de 
quarterly devoted to 
dustrial The 
Gs. Schonholzer. ‘The 
{ Medecine et Hygiene 


JOURNAL 


médecine sportive s a new 


sports and in 


in-chief 1 Dr 


journal 
medicine editor 
annual subseription ts 12 
15 Boule 


Switzerland.) 


Swiss trancs 


vard des Philosophes, Geneva, 


INVALID CHILDREN’S AID 
ASSOCIATION 

Tue sixty-fifth annual report (1952-53) of the 

Invalid Children’s Aid 


progress and 


Association 1s one of con 


tinued adjustment to changing 


a period in 


fresh air, and 


conditions The old prescription ot 


a good home, with full diet, 


suitable games and occupations, while helpful in 
most cases, is often not the complete answer 
Unstable family life and the greater demands on 
pace of modern life re 
ufidoubtedly he at 
child's 


covered by thi 


adjustment which the 
quires of growing children 


or near the door of many a illnes 


During the period report 


3,426 children were homes ; in 


placed in 
schools of recovery, 2,341 m re 


homes, and 274 in 


residential 


cuperative holiday homes 


under the regional hospital board. An increasing 


number of children suffering from mild epilepsy, 


TITIONER 


enuresis and emotional disturbance or nervous 
recuperative 
1,100 London 


because of a 


conditions have been placed in 


holiday homes. During the vear, 


children sent either 
known contact with tuberculosis or to allow the 
Fifty 


months 


were away 


parent to have sanatorium treatment 


children boarded out for three 
while B.C.G 
The 
recovery and three recuperative 
(Invalid Children’s Aid Association, 4 


Gate, I ondon, W.8.) 


were 
vaccination was being completed 
Association runs four residential schools of 
holiday homes 


Palace 


ATIONS 
and Public Health, 
5.R.N., S.C.M., M.T.I 


PUBLIC 
1 Dictionary of Mid 
by G. B. Carter, B.s« 
and G i Dodds, M.D., F-R.C.S., F-R.C.O.G., 
modestly is really a small 


ery 


called a ‘dictionary’ 


book; it contains information on the 


reference 


derivation, definition and pronunciation of 


words and terms used in midwifery and publi 


health, 


conditions 


and also gives accounts of the various 


met with in these subjects with, 


where applicable, their causes and treatment. To 
keep down to reasonable proportions a volume 
been a 


that the 


covering such a wide field, must have 


major problem; one can only say 


authors are to be congratulated on having pro 
duced an up-to-date and most useful book which 
will be valued by pupil and trained midwives 


and particularly by midwife teacher In ad 


dition, the that other practising 


authors’ hope 
maternity and health teams will 


(I aber 


members of the 
find it useful, will certainly be realized 


and Faber Ltd., price 25s.) 
Hospital Cliucal Statistical 


Ihe Staff of the 
that the regular 


The Royal ( 
Report No I, 
Royal ¢ 
publi ition of the results of cancer treatment in 
tandable by the 
icceptable to the statistician would be a 
addition to the Thi 


information, and has the value of an impersonal 


meer 
1945-49 
incer Ilo | ital believe 


1 form under clinician and 


valuable 


report wive such 


literature 


considering the figure 


remembered that the clinical material 


and impartial survey. In 
it must be 


reaching this hospital is on the average of an 


advanced type for mstance, early cases of 


bronchial cancer tend to go to the Brompton 


and the late ones to be 


Hospital for 


wram on page Ne 


Ho pit il across the way 


referred to the Cancer palhative 


interesting di 


therapy. An 
shows th the late re It n the treatment of 


cancet the t low almo exactly the 


clinical staging made examination 


(Roval Cancer Hospital 


World Directory of 


Vedica 
tails of | 


more than 500 medical teaching u 


countrie and ter 


heads the list with 


stitutions now open in 44 
ritories The | nited State 
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GROUP OF SKIN LESIONS 


These three Genatosan preparations 


have been specially formulated to 





provide the General Practitioner with a 
safe, convenient and effective local 
treatment in the three stages of 


Eczema-Dermatius 
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al Dept 


ACUTI 


weeping and inflamed) 
Apply a wet soak or pack using 


stage 


ngent, soothing, cooling 
contaming mercuric chloride, 


hiornhydrate and witch 


an astr 
lotion 
alumil 
hazel in 4M tsotonn 


Wurm « 
aqucous 


solution 


SUBACUTE 
(a little weeping rusting 


Make liberal applications to the 
the superumposed 


stage 


lesion and to 


gauze ot 


chthammol 
nan olin 
an whi en 


a soothing 7in 
camphor cream 
emulsion using ar 
(ester type) 


water 


ulgent 


CHRONIC stage 


(red, scaly, irritant 
Frequent inunctions of soothin 


alternatively apply to gauze 
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S.S.R 


the | 
the latter 


followed by 
with 61, but no details are 
their The 

foundation, administration, 


for 


79 medical schools, 
given of 
except information includes 
date of 


conditions 


names 
academic 
year, admission, teaching staff, 
total enrolment, annual admissions, language of 
instruction, duration of studies, degrees obtain 
able, annual number of graduates, and tuition 
fees. The book is 


French. Abbreviation, such as is necessary in a 
book of this type, is not without its dangers, and 


bilingual—English and 


there will be many who wonder why, as judged 
by ‘annual tuition fees’, Sheffield should be the 
most expensive medical school in the country, 
with £114, whilst its near neighbour, Leeds, 
only shows {50 under this heading. Again, it 
apparently takes six months longer to acquire 
the London M.B., B.S., at Charing 
Hospital and University College Hospital than 
and 


Cross 


at any other medical school in London, 
The London the lot by doing it in 44 
years! (World Health Organization, Palais des 


Nations, Geneva.) 


beats 


The First Report of the 
Influenza, which is No. 
Technical Report Series, 
mendations for the control and 


Expert Committee on 
the W.H.O. 


recom- 


64 in 
contains 
prevention of 
influenza. ‘The view is expressed that the best 
approach to the prevention of influenza lies in 
prophylactic immunization and that little hope 
may be expected from quarantine procedures. 
On the basis of present experience, it 1s con 
sidered that for the control of the ‘inevitable’ 
bacterial complications, the most useful anti- 
biotics are, first, penicillin, and then secondly 
aureomycin, terramycin and chloramphenicol 
“The possible value of sulphonamides is more 
difficult to assess but should not be ignored.’ 


(London: H.M. Stationery Office, price 1s. 6d.) 


Supplement to the S.FA. Catalogue of Medical 
Films includes details of 260 films which have 
been made available since the original catalogue 
With the 
logue, information on over 1,200 medical films 
(Harvey & Blythe Ltd., 


was published last year main cata 


is now provided 


price 6s.) 


The Energen Book is a new illustrated guide to 


nutrition, which provides a useful compact 


summary of essential nutritional data and simple 
Ltd ] ane, 


diets. (Energen Foods Co Pound 


London, N.W.10, price 2s.) 


The Winthrop Diary and Therapeutics Index 1954 
is available on demand to physicians interested 
those contemplating 
Winthrop prepara 


in tropical medicine or 


residence overseas where 
tions are available. (Winthrop Products L+td., 


Africa House, Kingsway, London, W.C.2.) 


TITIONER 


OFFICIAL PUBLICATION 
The Causes of Blindness in England 1948-1950, 
by Arnold Sorsby, is an analysis of the data con- 
tained in the blind registration 
England for the 1949, 
shows that of the blind population registered in 
totally 


certificates in 


years, 1948, 1950. This 


these cent were 


blind 


per cent 


years, 5.9 per 
having no perception of light, and 17.1 
Over 60 


the 


had perception of light only 


per cent. of the blind population were in 


age-groups over 70 years, although these age- 


groups contain only 6.8 per cent. ot the general 
population. Cataract, senile macular degenera- 
tion and glaucoma accounted for practically 60 
Syphilis 


per cent. of all causes of blindness 


both acquired and congenital—accounted for 
1.2 


constituted 


only per cent., whilst ophthalmia neona 


torum less than 1 per cent. of 


cases 
England - and 


In a review of the for 


Wales, it is pointed out that there has been a 


figures 


sharp increase in the number of newly-registered 
blind 7,586 in 
‘T'wo factors appear to have contributed to this 
the 
greater 


from 1945 to 11,155 mm 1951. 


natural increase in the population, and a 


readiness for examining surgeons to 


certify borderline cases as blind. There has been 
a steady increase in the proportion of the aged 
The proportion of in 
the blind 
population has increased from 22.4 per cent. in 
47.4 Attention 1s 
the 


who 


in the blind population 


dividuals aged 70 years or more in 


1923 to per cent. in 1951 


drawn to ‘high proportion of cataract 


have not had any treatment—as 


the 


patients 


much as 80 per cent.—and considerable 


proportion of glaucoma patients who are blind 
S per cent A 
that 


in spite of operation—as much as 57 


and these figures are taken to ‘indicate 


there is room for better organization of facilities 
treatment of cataract, and an 
for the 


stationery 


for the operative 
methods early 


(H.M 


urgent need for better 


diagnosis of glaucoma’. 
Office, price 2s.) 
NOTICI 

School Children (Cir- 
the Minister of 
Health informs local health authorities that he 


OFFI 


Vaccination 
thi 


IAI 
for 
circular 


B.C.G 


cular 22/53).—In 


is now prepared to approve schemes for giving 
B.C 


school 


G. vaccination to children before they leave 


Vaccination should be carried out by 
designated medical officers on the responsibility 
of the 


tion with the 


medical officer of health, after consulta- 
school medical ofhcer Ww he re these 
two offices are not combined. It should be given 
towards the 


fourteenth 


to children during and, if possible, 


end of the year preceding their 


birthday. Parental consent must be obtained in 


writing before vaccination is carried out 


THE PRACTITIONER: 50 Years Ago. See page 693 
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‘Paredrinex’ is already well- 





known as the constituent of 
‘Sulfex’ and ‘Pendex’ that pro- 
duces such remarkably rapidand 


prolonged vasoconstriction. 


When an unmedicated vasoconstrictor ts 
indicated, the pocket-sized (4-fl. 072.) 
‘Paredrinex” Spraypak is a most con- 
venient presentation 

It disseminates a fine mist of * Paredrinex* 
throughout the complicated nasal passages, 
quickly bringing !asting improvement in 


ventilation and drainage. 


It causes no inhibition of ciliary activity, no ephedrine-iike 


central-nervous side-effects, no stinging, and no secondary 


— 
~ 
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a4 returgescence. 
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DUACTIN is a convenient “s 
combination of the most effective 


therapeutic agent for 





morning : 
sickness — pyridoxine hydro- 
chloride 


and _ phenobarbitone. 


Treatment consists of 2 tablets 3 





times on the first day (6 tablets), 
followed by 3-4 tablets daily on 
the next 4-5 days. 


DUACTIN is available in packs 
of 20, 100 and 250 tablets. 


DUACTIN.. 


Pyridoxine hydrochloride 
Phenobarbitone 


Literature on request 
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LTD 
LANCASTER PLACE 
Temple Bar 6785/6/7, 0251/2 


LONDON, W.C.2 
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THE PRACTITIONER 
fifty Dears Ago 


We are faced with the paradoxical fact that education has become one of the chief 
to intelligence and freedom of thought’ Bertrand Russell: Sceptical Es 


DECEMBER, 1903 


IN view of the recent successful First World the tests are useful in their way. if used rational! 


Conference on Medical Education held in as aids, of quite subordinate value to th tudy 
London, it is of interest that ‘Notes by the Way’ of clinical symptoms and sigt Otherwise em 


fifty years ago deal at considerable length with ployed, to the neglect of the phenomena met 


the question of education, medical and others’, with in individual cases o ! they are as 


which is described as being ‘one of paramount likely to mislead as to Ip 1 too confiding 
importance to the profession and the public, practitioner’ 
for the efficiency of the practitioners of the An Old Teacher 
future depends largely on the training which Study’, after bret! 
they are compelled to undergo in their youth 
Having ourselves entered rather late upon the 
peculiar obstacle-race which 1s called the 
medical curriculum, after wandering for a fairly 
lengthy course in the gentler paths of classics 
and philosophy, we feel that we may speak with 
some degree of impartiality of methods of educa 
tion’. In view of the ever-growing demands of 
the ‘actual art of medicine upon the time of its 
votaries, all preliminary studies should be cut 
down to the lowest possible quantity, and left 
behind at the earliest possible moment’ 
On the vexed question of the use of lectures 
the Editor expresses himself thus ‘We cannot 
help thinking that under the existing arrange 
ments too much stress is laid on the attendance 
of students at lectures and too little on thei 
work in the wards of a hospital or in the out 
patient department It may well be doubted 
whether, in the majority of subjects, lectures are 
of much practical use, now that so many ex 
cellent text-books are available. The theory of 
medicine does not lend itself more readily to 
oral exposition than to reading, as far as we can 
see; and much of the time spent on listening to 
lectures might with greater profit be employed 


in gaining a practical knowledge of the treatment 


o Thoms« C.P 
of living patients with which the work of a John Th Hon. | vr oe = _— 


doctor’s life is concerned. This might not lend ae 

itself so kindly to the system ot Signing up”’, ‘Morris’ Anatomy ( unningh um’ 

so dear to the hearts of the powers that be, but Book of Anatomy b whether these are 
it might produce results better for the patients best means of teaching the future medical 
destined to fall into the hands of newly-qualified the anatomy of the human body. It is very 
practitioners’. Passing on to the topic of the system of Chinese metaphysics pursued 
machine-made diagnosis’, the Editor complains Mr. Pott's literary drudge, for the student 
that ‘so great is our faith in the refinements of told to get one ligament 

modern laboratory methods that their findings vessel and 

are often accepted in the face of distinct clinical combine h 

evidence to the contrary. Yet we would venture Patient 


to suggest that no single one of the laboratory The arriv: ditorial office of 


tests has as yet established itself as infallible : instructive interesting Blue Book 
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Firry Years AGo—continued 

with the statistics for the year 1901’ prompts some 
delightful comments The tabulation of causes 
of death is not so a matter as might at 


that the 


imple 
College of 
list of the 


first sight appear. It is true 
Physicians prepares an authoritative 
in their opinion we are 
but not all of these 


names of such diseases as 
to be allowed to suffer from; 
o that a made of 


Names 


Rash now ap 


selection has to be 
ult in death 
Rose 


though we do not 


are fatal, 
such as are likely to re 
also alter. ‘Thus, epidemi 


Me isles 


this « hange 


pears as German 


know whether points to improved 


relations with our Continental rivals or the 
reverse’ 

The 
are not particularl 
M.D., F.R.C.P 
Hospital and to the 
wood, deals with Ihe 
sociated with Decay’; F. 


F.R.C.S., discusse Ihe 


‘Original Communications’ this month 
exciting. G. H 
Consulting Physician to Guy’s 
Asylum for Idiots, Earls- 
Mental Disorders as 
Faulder White, 


l'reatment of Chron 


Savage, 


Suppurative Ott Herbert French, M.B., 
M.R.C.P., Medical Registrar, Guy's Hospital, 
writes on ‘Clinical Examination of the Gastric 
Contents’; B. G. A. Moynihan, M.S., F.R.C.S., 
Assistant Surgeon, Leeds General Infirmary, 
takes as his topic “I'he Question of Operation in 
Cancer of the Stomach’: Claude ¢ Chidell, 


Medical Superintendent of the London Open 


Air Sanatorium, contributes ‘Remarks on some 


PRACTITIONER 


Results of Open-Air Treatment’; and Albert 5 
Griinbaum, M.D., F.R.C.P., Lecturer on Ex- 
perimental Medicine, University of Liverpool, 
considers the subject of ‘Immunity and Treat- 
ment’. 
In his 


George F 


‘Diseases of Children’ 
F.R.C P., Assistant 

Children, 
‘Amongst the urin- 


review-article 

Still, M.D., 
Physician for Diseases of King’s 
College Hospital, writes 
ary disorders of childhood pyelitis has recently 
attracted attention as a cause of acute illness in 
infancy, with symptoms which may be extremely 
misleading unless the occurrence of this con- 
dition is recognized. Dr. John ‘Thomson (1902) 


has given an excellent description of acute 
pyelitis in infancy, and lays stress upon the oc- 
therewith of which are ex- 


currence rigors, 


tremely rare in any other disease of infants’ 
John Thomson (1856-1926) was the founder of 
the modern school of child health in Edinburgh 
In 1898, he published one of the earliest text- 
diseases of children, ‘Guide to the 
Clinical Study and Treatment of Sick Children’ 

* Books in Brief’ review, among others, ‘Con 
Sherman Bigg, F.R.C.S.(Ed.), 
Army Medical Staff, 


and exer- 


hooks on 


stipation’ by G 
late Surgeon-Captain, 
which contains ‘advice as to massage 
cises among which we may quote one con- 
sisting in squatting down and hopping round 
This should at least add to 


W.R.B 


the room like a frog 
the gaiety of domestic life 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAI 
Tue EARL SPENCER 
rHOMAS TENNENT, M.D., F.R.C.P., D.PLHL, D.P_M 


President 
Medical 
This Registered Hospital i 


sperinitendent 
ituated in 14 
suffering fron 
patients, and certified 
logical and pathological examinations 


in one of the numerous ¥ 


>» acres of park and pleasure grounds 
inctment mental disorders, or who wish to prevent recurrent attacks of mental trouble 
patients of both sexes are received for treatment 
Private rooms with special nurses, male or female, 
las in the grounds of the various branches can be provided 


DISORDERS 


Voluntary patients, who are 
temporary 
Careful clinical, biochemical, bacterio- 


in the Hospital or 


WANTAGE HOUSE 


This is a Reception Hospital 
admitted. It is equipped witt 
Nervous Disorders by the 


st modern methods; 


special departments for hydrotherapy t 

immersion bath, Vict Douche, Scotch Do 
Operating 
Diathermy and High-Frequency treatment 


pathological resear 





n detached grounds with a separate entrance, to 
ill the apparatus for the complete investigation and treatment of Mental and 
insulin treatment is available for suitable cases 
various methods, i 
iche, Electrical baths 
Vheatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet 


which patients can be 


It contains 
cluding ‘Turkish and Russian baths, the prolonged 
Plombiéres treatment, &« here is an 
Apparatus, and a Department for 





It also contains Laboratories for biochemical, bacteriological, and 
Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 


I'wo miles fr 


the Main Hospital there are several branch establishments and villas situated in a park and 


farm of 650 acres. Milk veat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
wchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occur g themselves in farming, gardening, and fruit-growing 





The seaside he f St 
ami t finest f in North Wal On ther 
bou at Patents nm itthis bran or a short seaside 
own private bathing | nm the seashore here is tr 

At allt ranches ef the Hospital there are 
courts (gras ml hard courts), croquet grounds, If « 
their own x lens, and tacilities are provided for hand 

For terms and further particulars apply to the Medical 
Northampton), wl an be seenin London | 


BRYN-Y-NEUADD HALL 


Andrews Hospital is beautifully situated in a Park of 330 acres 


surses, an 


at Llanfairfechan 
west side of the Estate a mile of sea coast forms the 


change, or for longer periods. ‘The Hospital has its 


vut fishing in the park 
cket grounds, football and hockey grounds 


lawn tennis 


bowling greens. Ladies and gentlemen have 





crafts, such as carpentry, &« 


sperintendent (Telephone: No. 4354, three lines 


y appointment. 
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Report of the Foundation Council 


I..-THE ATTEMPT TO FOUND A ‘COLLEGE OF GENERAL 
PRACTITIONERS’ 108 YEARS AGO 


Tue Foundation, in 1952, of the College of General Practitioners has been 
greeted with goodwill, not only throughout Great Britain but in many other 
parts of the world. 

Looking back, it is instructive and chastening to realize that more than a 
century ago this step was carefully considered, and was nearly taken. Then, 
as now, general practice was changing. There was much concern for its 
future, and for the academic welfare of family doctors; and in 1845 a wide- 
spread but unsuccessful attempt was made to preserve and improve their 
academic status by providing them with a college of their own. 

In 1951, those who planned the new College had little or no knowledge 
of that previous endeavour; and the difficulties they met throw into high 
relief the thoughtful opinions expressed by their predecessors in the re- 
markable and parallel effort 108 years ago which has now been revealed. 
There is a lesson of more than historical interest to be learned by reading the 


following extracts from the old reports: 


On June g, 1830, William Gaitskell (President of the Metropolitan 
Society of General Practitioners in Medicine and Surgery) wrote to the 
editor of the Lancet: 

‘Various branches of the medical profession have colleges, charters, and cor- 
porations, from which the general practitioner ts either altogether excluded, or 
attached as an appendage only; he is not admitted to a participation in their councils, 
or to share in their honours; as a general practitioner, he belongs exclusively to no 
one branch, and is, therefore, virtually excluded from all.’ (Lancet, 1830, ii, 451) 


In 1844, Dr. James Cole of Bewdley wrote: 

‘I will now tell you in what the remedy does really consist . . . which is so reason- 
able, so just, and so especially suited to the case ‘The remedy I have to propose 
is the incorporation of the eighteen thousand Licentiates of the Hall into a “Royal 
College of Apothecaries”’ By this simple means, we obtain what is wanting 
a clearly defined, well and thoroughly educated body of Medical Practitioners 
who shall be in every way worthy of the respect of their colleagues and of 
public confidence’ (The Provincial Medical and Surgical Journal, 1844, 8, 578) 


Dr. George Webster of Dulwich had proposed the incorporation of 
general practitioners into a ‘College of Medicine and Surgery’, Lancet, 1844, 
ii, 241, and Dr. George Ross of Kennington wrote: 


‘Dr. Webster, in a letter you published last week, has declared the necessity of 
a College of General Practitioners The laws of the College of Surgeons are 
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made for the Council and Fellows let them retain their privileges, and enjoy 
the honours of their institution; but let the general practitioner have also his 
college—he has interests to support and a respectability to uphold; let him therefore 
possess the means of accomplishing these things’ (Lancet, 1844, ii, 318) 


Many groups of practitioners urged the same thing. 


A meeting at Ulverston (Lancashire) ‘most numerously attended’, resolved un- 
animously; “To cooperate in the endeavour now making to procure a charter of 
incorporation for the establishment of a royal college of general practitioners in 
medicine, surgery and midwifery’ (Lancet, 1845, i, 134) 

At a meeting of the Taunton and Somerset Branch of the Provincial Medical 
and Surgical Association, a resolution was carried unanimously: ‘In the absence of 
any provision for the admission of the general practitioners into a participation, on 
terms equal and honourable to that body, in the corporate privileges of either of 
the colleges of physicians or surgeons, it is absolutely essential to the well-being of 
this, the most numerous and influential body of the profession, that it should be 
united into a separate college, or body corporate (under some such name as “The 
College of Medicine and Surgery’), with power to manage its own affairs indepen- 


dently, upon the representative system’ (Lancet, 1845, i, 134) 

In 1845 the Lancet said: 

“The distinct incorporation of the general practitioners, or their union with the 
College of Surgeons, must now be the aim of all our labours and exertions’ (Lancet, 
leading article, 1845, i, 241) 

The Soctety of Apothecaries strongly supported this movement, and 
generously offered to withdraw its own interest in medical education in 


favour of the new College. 


Letter from the Clerk to the Society of Apothecaries to the Honorary Secretaries 
of the Manchester Committee of General Practitioners, dated January 8, 1845 
‘Il am now instructed to inform you that the desire for an independent organisa- 
tion of the general practitioners by an incorporation of a collegiate character, 
had been of late so generally and unequivocally expressed at public meetings of 
those practitioners, and through other public channels, that the Society thought 
themselves warranted in believing that a very large proportion of the general prac- 
titioners of this country had declared their wishes in favour of such an incorporation 

The very existence of an independent college of general practitioners implies the 
resignation on the part of the Society of all further interference with the education 
or control over the affairs of the general practitioners. They will have only one 
aim and object, therefore, left to them—namely, to see the general practitioners in 
the full enjoyment of an independent organisation, and to lend their zealous help to 
promote the success of that measure’ (Lancet, 1845, i, 43) 


The British Medical Association showed itself in favour. A meeting held 
on November 26, 1844 (Dr. Webster, President, in the Chair), resolved: 

“That the time has arrived when it has become imperatively necessary to adopt 
all legitimate means for the legal union of the General Practitioners of this kingdom 
into a distinct corporation’ (Lancet, 1845, i, 133) 


A National Association of General Practitioners in Medicine, Surgery and 
Midwifery was founded (Lancet, 1845, i, 127) for the purpose of petitioning 
for a Charter of Incorporation. At the first meeting of this Association (on 
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March 14, 1845) about 1,200 practitioners attended. ‘The Lancet said of this 
meeting : 

“The feeling of the meeting in favour of the representative principle was ardent, 
enthusiastic and unanimous’ (Lancet, 1845, i, 326) 


Hopes ran high. But many serious constitutional errors were made in 
forming the permanent committee of this National Association. Bigoted, 
irresponsible, unforgivable blunders were made in its election, in its per- 
sonnel (only one out of sixty resided more than ten miles from London), 
and in its actions. It refused to draw up a constitution or by-laws, and it 
sent a draft Charter of Incorporation (Lancet, 1845, i, 191) to the Secretary 
of State, without submitting it first to a General Meeting (Lancet, 1845, i, 
357, 358). All this roused much indignation, especially amongst country 
members; and this committee soon became detached and isolated, having 
forfeited the confidence not only of the National Association of General 
Practitioners (Lancet, 1845, i, 391) but also of the whole profession. 

‘With feelings of inexpressible regret’ the Lancet pointed out these 
constitutional errors: 


‘Never did we commence a task with greater reluctance, or under a more painful 
feeling of disappointment; because we find that a great and noble cause has been 
placed in peril at a moment when the trophies of success were within view 
apparently almost within grasp—by acts and proceedings which seem to be as 
difficult of comprehension as they must prove dangerous, or greatly detrimental, 
to the cause of Medical Reform’ (Lancet, 1845, ii, 356) 


This was just after Sir James Graham had drafted his first three Medical 
Bills ‘For the Better Regulation of Medical Practice throughout the United 
Kingdom’, all of which had been abandoned in turn. In his fourth Bill, in 
spite of the National Association Committee’s misdemeanours, a ‘College of 
General Practitioners’ featured as a proposed reform (Lancet, 1845, ii, 189). 
But this so-called ‘College’ of Sir James Graham's was such a miserable and 
meaningless affair (Lancet, 1845, ii, 187)—-dependent upon the Royal 
Colleges, and with little authority of its own——that even those practitioners 
who had this project most at heart, turned it down in disgust (Lancet, 1845, 
ii, 187, 247, 377). As the leading article in the Lancet said: 

‘All that it possessed which, by possibility, could confer upon it any conceivable 
value has gone!’ (Lancet, 1845, ii, 187) 

*“An equal college or none!” is the universal demand ' (Lancet, 1845, ii, 131). 

The Editor of the Lancet—Thomas Wakley, M.P., who was once des- 
cribed as “The Father of Medical Reform’ (Lancet, 1845, i, 420)—had 
written a leading article, and moved a resolution in Parliament earlier in the 
year, urging that general practitioners had a right to demand that their 
College be founded with equal privileges and on equal terms with the exist- 
ing Colleges (Lancet, 1845, i, 563, 588). 

A vast amount of argument took place, and the medical journals were 
full of it for months. In the Lancet this question of incorporating general 
practitioners into a College of their own, and the work of the committee 
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formed for this purpose, were discussed in the leading article in no fewer 
than forty-one of the fifty-two weekly issues in 1845. The hundred and more 
references to this subject in the medical journals at that time well repay 
careful study. 

The medical profession as a whole, and Sir James Graham himself, were 
left perplexed and bewildered by all this argument and discussion, apart from 
their indignation and suspicion at the way the matter had been handled by 
the National Association’s Committee. ‘There was much disagreement and 
confusion, too, over many other important medical matters with which the 
Bill had been primarily concerned. In the end, Sir James Graham’s fourth 
Bill was relinquished like the rest (Lancet, 1846, i, 138) and the foundation 
of a new college was postponed in favour of a reconciliation, and a closer 
and more honourable union, with the old—the enfranchisement with the 
College of Surgeons of those many practitioners who were at that time 
interested in surgical technique. In the words of Dr. William Ryan of 
Pimlico: 

. instead of going to build a new house, we should . make one more effort 
to enjoy the possession of ‘“‘our auld house at hame”’ ’ (Lancet, 1845, i, 568). 

The attitude of the Royal Colleges to the proposed new foundation of a 
College of General Practitioners was reasonable, although they did not want 
the words ‘Surgery’ or ‘Medicine’ to appear in its title. ‘The secretary of the 
Council of the Royal College of Surgeons wrote: 


‘With regard to the proposed incorporation of the general practitioners as a 
separate body or college, the Council has as little the wish as the power to prevent 
them from obtaining a charter, and would offer no objection to the incorporation 
of a body for the performance of the functions hitherto executed by the Society of 
Apothecaries’ (Lancet, 1845, i, 422) 


The fundamental relation between the Royal College of Surgeons and 


general practitioners wes defined by the Council of that College one hundred 


and eight years ago as clearly as it could be today: 

‘The College of Surgeons is not, and was never intended to be, a college of 
general practitioners The College of Surgeons is strictly an institution for the 
promotion of surgery, practical and scientific, and for testing the qualifications of 
those who intend to practise surgery the Council are bound .. . to state their 
unqualified conviction that the proposal of merging the College of Surgeons 
into a college of practitioners in medicine, surgery, pharmacy and midwifery, 
would defeat the very object for which the College was instituted . . . it is scarcely 
too much to expect that the seats in the Council and in the Court of Examiners 
should be reserved for those whose habits and pursuits best fit them for the duties 
which an institution for the promotion of scientific surgery implies’ (Lancet, 1845, 
i, 422). 

The possibility of combining all the Colleges into one all-embracing 
‘Faculty of Medicine’ was also in the air in 1845--the equivalent of the 
modern suggestion to found an ‘Academy of Medicine’—but the difficulties 
were much the same as those we hear of today: 


“The separate incorporation of the General Practitioners should be rendered 
unnecessary by the incorporation of the whole profession into one National College 
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or Faculty of Medicine . but the obstacles to the incorporation of the profession 
into one faculty, we are told, are insuperable, although the reasons for forming 


such an institution are unanswerable’ (Lancet, 1845, i, 415) 


II..-EVENTS LEADING UP TO THE FOUNDATION OF THE 
COLLEGE IN 1952 


DurinG the next hundred years, an academic body to represent general 
practitioners was considered occasionally, but no other serious or combined 
attempts were made to follow up the matter. 

In 1944, Dr. Frank Gray" referred to it again, and during the next seven 
years, several others*® spoke or wrote of a possible new college. When the 
National Health Service was being planned many general practitioners felt 
lost without headquarters of their own. After the introduction of the 
National Health Service, and the publication of the Collings Report’, this 
need was appreciated more and more, and it was realized that there was a 
real danger of general practitioners becoming academically isolated and of 
many of the standards and traditions of good general practice being lost. For 
too long, it was argued, had general practitioners carried on without head- 
quarters, without academic leadership of their own, without much influence 
over undergraduate or postgraduate teaching, and without the status of their 
specialist colleagues. Specialists had rightly and properly built up for them- 
selves their colleges, hospitals, diagnostic facilities, and many other things to 
help them in both the practical and academic aspects of their work. General 
practitioners had muddled along, and time and time again they had found 
themselves left behind, left out, edged out and even pushed out—as from 
certain cottage hospitals. Many practitioners felt that it was largely their own 
fault that they were in these difficulties. They had never organized them- 
selves, and they had no one of the standing of the executive of the Royal 
Colleges to put forward their claims when big decisions had to be made 
Some of them believed thai a college of their own would help to put things 
right". 

In September 1951, two members of the British Medical Association, Dr 
I. M. Rose and Dr. J. H. Hunt, presented memoranda on this subject'**° 
and appeared before the General Practice Review Committee of the British 
Medical Association to discuss them. They published joint letters in the 
medical journals*'"® asking for suggestions and comments both for and 
against the proposal. ‘To this there was an immediate, widespread, en- 
thusiastic and helpful response: of the many doctors who wrote to the 


journals, or privately, the proportion of those in favour of the project to those 
against it was over 50 to 1. With this encouragement, it seemed clear that 
the time was ripe for the matter to be carried further. 

A Steering Committee*®.** was brought together on February 28, 1952, 
under the chairmanship of the Rt. Hon. Henry Willink, Q.C. (Master of 
Magdalene College, Cambridge, and Minister of Health, 1943-45). This 
Committee consisted of five general practitioners: G. O. Barber (Essex), 
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J. H. Hunt (London), F. M. Rose (Lancashire), Richard Scott (Edinburgh) 
and A. Talbot Rogers (Kent); and five consultants-—Professor Ian Aird, 
Mr. John Beattie, Sir Wilson Jameson, Professor J. M. Mackintosh and Sir 
Heneage Ogilvie 

During 1952 much discussion and correspondence took place. An ex- 
ploratory paper was published in June’. In this the many reasons that were 


apparent for founding a College for General Practitioners were discussed, 


the different titles that had been put forward were examined and the pos- 
sible functions of the College, the criteria for its membership, and its re- 
lations with other academic institutions were critically reviewed. Other 
general practitioners were invited to join the Steering Committee”: G. | 
Abercrombie (London), D. M. Hughes (Carmarthenshire), R. J. F. H. 
Pinsent (Birmingham), J. D. Simpson (Cambridge), and J. Campbell 
Young (Belfast). ‘The Committee met eight times, sifting and discussing a 
great volume of evidence, collected not only from all over the British Isles, 
but also from Canada, Australia, New Zealand and the United States of 
America. 

The Steering Committee's unanimous Report was signed on November 19 
and published in the British Medical Journal ot December 20, 1952*", and as 
a supplement in The Practitioner of January 1953, with full references to the 
discussions and correspondence mentioned above. In the committee’s view, 
the evidence was overwhelming for the foundation as soon as possible of an 
academic body, with broad educational aims, to be the headquarters of 
general practitioners in Great Britain and to help and encourage them to 
maintain a high standard 

Seven aspects of this problem were studied by the Steering Committee: 
(1) the title; (2) functions; (3) criteria for foundation membership; (4) 
regional representation; (5) relations with other professional bodies; (6) 
accommodation ; (7) finances 

The conclusions of the report were as tollows 

‘General practice is the oldest branch of medicine. Over So per cent. of this 
country’s illness is cared for by family doctors; and here, as in Canada, Australia, 
New Zealand, and the U.S.A., it has been found that one of the most difficult 
tasks in medical administration and planning has been to find the proper réle of 
the general practitioner in modern medicine. ‘There ts taking place now a world- 
wide reorientation of ideas about his capabilities and correct responsibilities, with 
a steadily growing conviction that veneral practice 1s fundamentally as important 
as the specialties, and that it cannot be controlled altogether by specialist organiza- 
tions. General practitioners have been in the past, and must be in the future, good 
doctors practising medicine in their own right; they are es ential to the heart and 
soul of medicine. It is beimyg increasingly realized that this development and 
emancipation of general practice is not only a question of professional pride and 
status but is an urgent economic need— to keep patients out of hospitals whenever 
they can be investigated and treated at home. Only by developing a higher standard 
f general practice, and by making full use of properly trained general practitioners 
with access to hospital and laboratory facilities), can the present overcrowding of 
outpatient departments and excessive specialist consultations be avoided 

A golden opportunity new presents itself for general practitioners to found an 
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organization of their own, to watch over their academic interests and their education 
The Steering Committee can find no evidence that any existing administrative body 
in this country is doing now, or will be able to do in the future, what practitioners 
require. Our evidence suggests that a new college to lead general practitioners will 
help them more than will any other organization, and that the influence of such a 
college for the good of general practice cannot fail to be profound. We have already 
had indications from all parts of the country that such a college will have wide- 
spread support from practitioners themselves. During the past twelve months, 
appeals have been made for an alternative or better suggestion, but no better 
detailed proposal has been put forward. The matter is urgent. In the words of the 
Lancet, ‘‘with the National Health Service still malleable, there is much to be done 
now’”’, and there is an immediate need for general practitioners ‘ to establish for 
themselves an academic body that will find its voice soon’’. 

‘In this report we submit our considered proposals about the new college, along 
lines which the majority of our correspondents seem to desire. These are put 
forward in an attempt to construct a framework for future development, in co- 
operation with existing institutions. We realize that the final details of this college 

its exact name, the qualifications for its membership and fellowship, its duties, 
its relations with other professional bodies, its premises, finance, etc., must be 
decided by general practitioners themselves, and by no one else. The duty of the 
steering committee has been to ensure that this matter was piloted safely up to 
the point where practitioners themselves could take the helm 

*The Council and Foundation Members of the college will have a formidable 
task before them to develop an effective and permanent organization. Their path 
will inevitably be rough and beset with difficulties, and their progress may neces- 
sarily be slow. But they are assured of loyal and active support from many quarters ; 
and we, the members of the steering committee, hope and believe that their ultimate 
achievements will be even beyond our expectations’. 


Ill..-THE FOUNDATION OF THE COLLEGE 


Ir the whole medical profession of Great Britain had been asked in 1952 to 
make a decision about founding the proposed new college, it seemed likely 
to the steering committee that years of interminable discussion would 
merely have ended in an indeterminate result. 

Dr. George Ross, the first person so far as we know to mention in print 
the words ‘College of General Practitioners’, wrote in the Lancet in 1844°7 
that in his opinion rather than to wait ‘standing by the riverside in expecta- 
tion of some boon which the running waters may bear’ it seemed better to 
‘launch its fortunes upon the current’. This is what the Steering Committee 
thought it right to do, a little more than a century later. 

On November 19, 1952, ‘The College of General Practitioners’ was founded 


as an unincorporated association, with a provisional constitution (mem- 
orandum and articles of association and bye-laws), with three criteria for 
foundation membership, and with a Provisional Foundation Council of the 
ten general practitioner members of the Steering Committee. ‘Through the 
generosity of the Master and Court of the Society of Apothecaries its postal 
address was 14 Black Friars Lane, Queen Victoria Street, London, E.C.4 
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IV..-THE RESPONSE TO THE FOUNDATION OF THE COLLEGE 
FOUNDATION membership opened on January 1, 1953. During the first three 
weeks, 1,077 members and 142 associates enrolled—most of them from the 
British Isles, but some from overseas—and {11,800 was deposited in the 
bank. 

Immediate support, both welcoming and encouraging, was forthcoming 
from the editorial columns of the five leading medical journals in this 
country: 

The British Medical Journal (leading article of December 20, 1952): ‘It is clear 
that the moving spirits behind the College of General Practitioners have decided to 
meet the challenge of the times, and not too soon. Those who care for the welfare 
of medicine will thank them for their enterprise and foresight, and urge them forward 
along the path they have courageously taken.” 

The Lancet (leading article of December 20, 1952): *. . . it is believed that the 
very existence of a College will raise the status and enhance the prestige of the 
general practitioner amongst medical students, specialists and the public. We 
share that belief. . . . The backing of all of us is needed for what the founders of 
this new College rightly term “their sincere attempt to improve the efficiency 
and good name of general practice’’.’'® 

The Practitioner (leading article of January 1, 1953): “The foundation of this 
College is an outstanding event in the history of British medicine. . . . It will bring 
fresh hope to many young practitioners and a fresh incentive to the many medical 
students who see in general practice a career that will satisfy their highest ambitions."?7 

The Medical Press (December 31, 1952) referred to the foundation of the College 
in its leading article as one of the ‘great events of the past year’.*' 

The Medical World (leading article, January 1953): ‘Medical men and women, 
whether genera! or special, must welcome the foundation of this new College. Its 
potentials are great. If wisely administered it could bring about vast changes for 


the good within a matter of years.’** 


There was also a welcome, and generous support, from many other 
medical journals at home and overseas :—-the Postgraduate Medical Journal”, 
the St. Bartholomew's Hospital Journal**, the Medical Officer®®, the Nursing 
Times*, the Canadian Medical Association Journal’, the Medical Journal of 
Australia’®, and the General Practitioner of Australia and New Zealand™. 
The Medical World published a special Newsletter* based on the steering 
committee’s report. 

The editor of the British Medical Journal, and ot other journals, offered 
the College space for its announcements. ‘he proprietors of the Lancet sent 
the College a donation of £100, recalling that their journal had been founded 
by a general practitioner. The Practitioner generously offered to found an 
annual ‘James Mackenzie Lectureship’ for the Coliege. 

Telegrams or letters of congratulation were received from the Council of 
the British Medical Association and from many divisions of the British 
Medical Association, from many medical societies, from the President of the 
General Practice Section of the Canadian Medical Association, the Director 
of the British Postgraduate Medical Federation, the Master.and Court of the 
Society of Apothecaries, the Deans of several medical schools, the President 
of the Royal College of Surgeons, trom many medical and surgical con- 
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sultants, the Medical Committee of St. Mary’s Hospital, the Chairman of 
the Institute of Obstetrics and Gynzcology, the Directors-General of the 
Royal Army Medical Service, and the Royal Naval Medical Service, and 
from a Past-President of the Royal College of Surgeons. 

The Medical Protection Society sent the College a cheque for 100 guineas. 
Welcoming and congratulatory letters were also received from the General 
Medical Services Committee, the Private Practice Committee and the 
Science Committee of the British Medical Association, the Medical Women’s 
Federation (with the kind offer of a gift), fr’ the British Medical Students’ 
Association, the Institute of Hospital Almoners, the General Practitioners’ 
Society of New Zealand, the National Group of General Practitioners in 
South Africa, the Minister of Health for Tasmania, the Royal College of 
Midwives, the Pharmaceutical Society®, and the Scientific Film Associa- 
tion. Encouraging notices appeared from the General Secretary of the 
Medical Practitioners Union™ and in the Bulletin of the Fellowship for 
Freedom in Medicine’®. ‘The Directors of Butterworth & Co. Ltd. (Medical 
Publishers) kindly offered the College a gold medal to be awarded annually. 
A country practitioner sent a donation of {100 to start a Foundation 
Endowment Fund, and other practitioners also sent donations. 

The British Broadcasting Corporation and the lay press took a favourable 
interest in the foundation of the College. Letters from many doctors in 
support of the new College were published in the medical journals. Others, 
as was only to be expected, were critical; but these were few. 

Before the College was six months old, more than 2,000 practitioners had 
joined, 130 of whom were from overseas. 


V..-THE FOUNDATION COUNCIL AND ITS COMMITTEES 
ON February 18, 1953, the ful! Foundation Council was created by the 
addition of eleven members, who were selected partly as the result of 
answers to a circular letter, and partly geographically to ensure fair regional 
representation. ‘These new members were: John Cottrell, D. G. French, 
Annis Gillie, I. D. Grant, J. M. Henderson, W. V. Howells, H. L. Glyn 
Hughes, R. M. S. McConaghey, J. G. Ollerenshaw, George Swift and 
G. 1. Watson. Andrew Smith and J. F. Fleetwood were invited to join on 
April 15, 1953. (For the foundation council and its geographical distribu- 
tion see page 1 of this report.) 

A Finance and General Purposes Committee was elected by the provisional 
foundation council on December 17, 1952. Its members were: G. F. Aber- 
crombie, D. M. Hughes, J. H. Hunt, F. M. Rose and Richard Scott. ‘To 
these was added, on February 18, 1953, H. L.. Glyn Hughes who was elected 


honorary treasurer on April 15. Mr. Ancrum Evans was appointed the 


auditor of the College for 1953. 

On January 21, 1953, three other committees were formed: an Under- 
graduate Education Committee, a Postgraduate Education and Regional 
Organization Committee and a Research Committee. The membership of these 
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other committees of the foundation council is given on pages 14, 17, 22. 
‘The foundation council has met once a month in the Court Room of the 
Society of Apothecaries, and many of these meetings have been preceded by 
a meeting of one or more of its committees. 

The Council of the College of General Practitioners in Scotland. On March 
18, 1953, the foundation council agreed that a Council of the College in 
Scotland should be formed 
‘for the purpose of co-ordinating the regional faculties and other local organizations 
in Scotland, of maintaining liaison between the Council of the College and these 
bodies and their members, and of investigating matters peculiar to Scotland and 
making recommendations thereon to the Council of the College’ 

Owing to Scotland’s geographical position, with a separate Department 
of Health and National Health Service, it was felt that the formation of such 
a Scottish Council would greatly assist the work of the members and 
associates of the College in Scotland. 

The Interim Scottish Council came into being on June 11, 1953, and both 
it and its work are described in detail later in this report (page 27). 


Appreciations 

‘The Foundation Council wishes to record with grateful thanks its apprecia- 
tion of the help the College received in its early days from its supporters, 
especially from the Rt. Hon. Henry Willink, O.C., Master of Magdalene 
College, Cambridge, who came to London to attend all eight meetings of 
the steering committee and whose invaluable help was given most willingly. 
‘The council is also very grateful to the five consultant members of the 
steering committee— Professor lan Aird, Mr. John Beattie, Sir Wilson 
Jameson, Professor 7. M. Mackintosh and Sir Heneage Ogilvie. 

The council wishes to thank the Hon. Mrs. Geoffrey Evans and Mr. 
Ancrum Evans for their generosity in allowing the steering committee, and 


the young College during its first few months, the use of secretarial offices 
and a committee room at 7 Mansfield Street, London, W.1, and Sir Sam 
Brown and Mr. 7. W. Mayo, of Linklaters and Paines (Solicitors) for the 


very large amount of legal work they have done on the College’s behalf for 


a nominal fee. 

The council would also like to record its great debt of gratitude to the 
Master and Court of the Worshipful Society of Apothecaries for all the en- 
couragement and help they have given to this project, and for their generous 
offer of a postal address for the College, committee rooms and the use of 
their historic and beautiful Hall. 

The editors of the medical journals, who have been so encouraging and 
helpful, must also receive the council's special thanks. 

The Foundation Council wishes to place on record its appreciation of its 
honorary secretary. In the events leading up to the formation of the steering 
committee, Dr. John Hunt was mainly responsible for bringing together the 
right individuals and for enlisting the interest and support of the leaders of 
medical opinion everywhere, In the steering committee, and later in the 
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foundation council, the organization of the secretarial work has imposed a 
heavy burden on his time and energy; but he has always been more than 
equal to the demands made, and the measure of success so far achieved by 
the College would not have been possible without him. 


VI. RELATIONS WITH OTHER BODIES 


‘Two of the principles guiding the activities of the foundation council were 


(1) not to interfere with the work of other medical organizations, and (2) 
to limit the activities of the College to the academic aspects of general 
practice. Both the steering committee and the foundation council felt 
strongly that the work of the College should not be medico-political, and that 
any political problems which the College might meet should be referred to 
the General Medical Services Committee of the British Medical Association 
or other suitable organization. 


The British Medical Association 

In its early days the foundation council was asked to send representatives 
to meetings of both the General Medical Services Committee and the 
Private Practice Committee of the British Medical Association, to discuss the 
work of the College and its relation to these Committees. A liaison com- 
mittee of four members of the foundation council and four members of the 
General Medical Services Committee met on May 13, 1953; agreement was 
reached on a number of points and a short report of this meeting was 
published on July 4: 

‘There has been a meeting between representatives of the General Medical 
Services Committee and the College of General Practitioners to discuss ways in 
which the two bodies could be of mutual assistance in helping the general practi- 
tioner. A useful exchange of views took place, and further meetings will be held 
as and when necessary (British Medical Journal Supplement, 1953, ii, 5) 

It is felt that the activities of the College should be complementary to, 
and not in competition with, the scientific and educational work of the 
British Medical Association and its valuable committees; it should not deal 
with terms of service or compete with the General Medical Services Com- 
mittee, and the liaison committee mentioned above should ensure this. 
Much of the work that the College is already doing, and proposes to do in 
the future, will be breaking new ground over which it hopes to cooperate 
with the British Medical Association in every possible way. ‘The remainder 
may include problems common to both —such as those concerning group 
practice, the encouragement of a closer association between general prac- 
titioners and hospitals, and ‘‘e provision of adequate diagnostic facilities for 
all family doctors. 

Arising out of these arrangements with the British Medical Association, 
the foundation council decided that the College would not give separate 
evidence before the Guillebaud Committee, as it had been invited to do, or 
to the Ministry of National Insurance for its investigation into industrial 
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injuries, but that it would communicate through the General Medical Ser- 
vices Committee any views which it wished to express 


The Royal Colleges 

In 1844 the Secretary of the Council of the Royal College of Surgeons 
wrote: 

‘The College of Surgeons is not, and was never intended to be, a college of 
general practitioners The College of Surgeons is strictly an institution for 


the promotion of surgery * (Lancet, 1845, i, 422) 


In many respects, this is also true today of all the Royal Colleges in their 


own particular spheres. 


In 1952 the Steering Committee Report said: 


‘Members of the steering committee wish to make it clear that they do not con- 


sider that a college of general practitioners should interfere in any way with the 
present activities of the Royal Colleges. It will supplement their work, and perhaps 
run parallel to it, but it will not compete with them. We are all striving towards 
the same goal, and a renaissance of general practice (with its own headquarters 
directing this} will benefit every branch of the medical profession in this country 
‘There should be no conflict between practitioners and specialists: they have their 
own particular tasks; neither can replace the other. There happens to be a wick 
sphere of activity common to both; but both are essential, and they are complemen- 
tary to one another. When all the evidence about our project has been presented 
and the position has been clarified, we hope that the Royal Colleges will cooperate 
with us and help us generously, and a great step forward thus be made towards the 


integration of British medicine.’*” 


The Soc ety of A pothecaries 
The Society of Apothecaries has given the new College all possible help 


and encouragement. It is very much to be hoped that this happy liaison will 
continue for many years. Since 1617 the Society of Apothecaries has taken a 


special interest in general practice and has striven for reforms for the im- 
provement of the lot of family doctors. It is historically, and by tradition, 


the natural home of the new College 


British Postgraduate Medical Federation 


‘The British Postgraduate Medical Federation of the University of 
l.ondon has cooperated fully with the College's early activities concerned 
with the postgraduate instruction of general practitioners. ‘Tentative arrange- 
ments have been made for a joint report on this important subject to be 
prepared by the College in 1954 with the help of the Federation 


The Fighting Services 

Several members of the College are medical officers in the fighting ser- 
vices, doing general medical work, and it is hoped that the College will be 
able to help them in some of their academic activities. 





14 SUPPLEMENT TO THE PRACTITIONER 


The British Medical Students’ Association 


It is planned that the College and the British Medical Students’ Associa- 
tion shall work closely together over matters concerning the academic aspect 
of the training of general practitioners. ‘The College paid for the printing otf 
the report on ‘A Survey of General Practitioner Schemes in Operation in 
British Medical Schools’ prepared by the Education Officer of the British 
Medical Students Association, Mr. R. W. Heslop, in June 1953—a helpful 
report which was prepared and written quite independently of that published 
at the same time by the undergraduate education committee of the College 


6 


of General Practitioners® 


Vedical Societies 


(i) The Royal Soctety of Medicine. The work of the College of General 
Practitioners will, it is hoped, be complementary to that of the General 
Practice Section of the Royal Society of Medicine, with its largely local 
membership (London and the Home Counties), just as the work of the 
Royal Colleges is complementary and in no way antagonistic to the work of 
the other sections of this Society. 

(11) Other Medical Societies. ‘There are many other clinical societies 
throughout the country, composed largely of general practitioners, with 
which it is hoped that the College will cooperate closely. At a meeting of the 
foundation council held on February 18, 1953, it was suggested that the 


College might prepare a list of those medical societies which are already 


helping directly or indirectly with postgraduate work. ‘The reports of meet 
ings of local medical societies are not often published; much good work is 
being done by them, and it is thought that some of the information they pro 
vide might be collected by the College and passed on to other areas 
During the past year several medical societies, and meetings of members 
of the College, have discussed the foundation of the College and its plans 


Many helpful suggestions have been made at these meetings 


VII... UNDERGRADUATE EDUCATION 


The Undergraduate Education Committee : 

Chairman: G. O. Barber 

Ex-officio: G. F. Abercrombie (Chairman of Foundation Council) 
J. H. Hunt (Honorary Secretary) 

Members: W. V. Howells 

J. G. Ollerenshaw 
Richard Scott 
i. M. Dimock (co-opted) 

The main work of this committee was the preparation of the report 
“Teaching of General Practice by General Practitioners’, published in the 
British Medical Fournal.® 

In February a letter was sent by the College to the deans of the 28 medical 
schools in Great Britain, asking each of them whether his medical school 
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had any scheme tor general practitioners to teach students some aspects of 
general practice and, if so, how many practitioners and final-year students 
took part. Each dean was also asked how many lectures or demonstrations 
on general practice were given each year in his medical school, whether 
students visited practitioners in their consulting rooms, or on their rounds, 
and if so how many students and practitioners took part. The deans kindly 
supplied this information; nearly all of them expressed their willingness to 
receive the names of those practitioners in the neighbourhood of thei 
medical schools who would be willing to help in these schemes, and all said 
they would be pleased to exhibit notices of any lectures on general practice 
arranged by the College 

The committee considered these replies from the deans. Its report pre- 
sented the case for the training of undergraduate medical students in those 


aspects of general practice best taught by general practitioners, examined 


critically the existing arrangements for this, discussed ways in which these 
might be extended and coordinated by enlisting the cooperation of the 
medical schools and the help of established practitioners, and made recom- 
mendations. 


The following are some of the points made in this report 

The old apprenticeship system ‘may have had faults, but hospital consultants 
in those days were in close touch with general practice; many of them had been for 
a long time in general practice, some were still working as part-time practitioners 
others were meeting practitioners frequently in consultation. Even in hospital 
students at that time were taught the “‘feel’’ of general practice. This haison be 
tween medical schools and general practitioners is now in danger of being lost 
In hospitals, students now learn the science and principles of medicine without 
enough emphasis on their application in general practice and of the essential 
difference between the care of patients in hospital and in home surroundings: on 
of their greatest needs ts thus left unsatisfied 

“The medical student is now taught almost entirely by members of hospital 
staffs who are specialists and who, today, may have had little personal experience 
of family doctoring; some of them do not even see patients in their homes in con 
sultation with general practitioners. It cannot be expected that such men and 
women can now stimulate in their students as much interest in general practice 
as did their predecessors. Many medical students qualify today without having 
seen or spoken to a general practitioner 

‘A change of heart is needed in the medical schools. Specialists should become 
more interested in, and familiar with, the scope and management of general practice ; 
and they should invite practitioners to help them in the teaching of their students 

“There is now a need, more pressing than at any time in our medical history, to 
develop the techniques of teamwork and collaboration between general practitioners 
and other members of the profession. When all students, whether destined to enter 
family practice or not, are taught something more of the good general practitioner's 
point of view and of his methods, they will more accurately appreciate the nature 
and significance of his work. Those who join him will do so gladly; and the 
remainder, in whatever branch of medicine their future lies, will be encouraged 
to live and to work alonyside their general-practitioner colleagues in a spirit of 
greater sympathy and understanding 

‘We believe that the time has come for medical schools and general practitioners 
to combine, in this mutual understanding, over the training of family doctors 
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Both should recognize their responsibility for the quality of general practice in this 
country 

‘Medical schools select their pupils, and also play a large part in the planning of 
the medical curriculum. It is logical, therefore, that they should from time to time 
take stock of the results of their teaching, and examine carefully recommendations 
made by general practitioners for improving the training of medical students. . . 

In the analysis of the replies received from the deans of the medical 
schools, it is clear that only nine of the twenty-eight medical schools in 
Great Britain have courses of lectures given by general practitioners. Two 
of them have a general-practitioner teaching unit. In fourteen of the medical 
schools, some of the students visit practitioners in their consulting rooms 
and on their rounds; many of these arrangements are informal, variable and 
voluntary. In only one medical school do all the students visit a practitioner 
for one week. 

“To those who argue that general practitioners are not good instructors, and 
that the curriculum is already full, we would answer: “‘Many practitioners are 
known to be capable of teaching, and of teaching well; but medical schools tend 
to lose touch with them. The curriculum has been ‘full’ for the last 50 years, 
without preventing the inclusion of clinical pathology and many other subjects in 
the teaching programme. It has been shown again and again that the curriculum 
can be adjusted to the needs of the student so long as these needs, and their relative 
importance, are properly appreciated”. . . .’ 

‘It is being increasingly realized that the education of a general practitioner 
needs to be a continuous process extending throughout the clinical curriculum, 
and that encouragement to enter general practice should not be left too late, lest 
students become biased against it’. 


The report listed 17 subjects as examples of those which are included in 


lectures on general practice, some given before qualification, others later 
The College plans to run a course of these lectures twice a year at the 
Society of Apothecaries, the first course to take place in October and 
November 1953, followed by a second course in April and May 1954. 

‘But lectures are not enough. Lectures alone would be as unreal as anatomy 
taught without dissection or naval warfare without going to sea. We urge most 
strongly that students should visit practitioners, in their homes, in their surgeries 
or on their rounds, ang spend a few days with them. We believe that every medical 
student could, with advantage, spend at least a week with a general practitioner at 
some time during his training 

‘Where it is found that this training cannot be included in the curriculum, the 
College of General Practitioners will endeavour through its regional faculties to 
organize these teaching facilities for students on a voluntary basis, ty agreement 
with the Deans of the medical schools concerned’. 

The Committee’s recommendations were as follows: 

1. All medical students should be given an insight into general practice 
by general practitioners. 

2. Medical schools should co-opt general practitioners to advise and take 
part in the teaching of students. 

3. General practitioners who wish to cooperate should notify the dean of a 
medical school or the College of General Practitioners 
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VIII..-RESEARCH IN GENERAL PRACTICE 


The Research Committee: 


Chairman: R. J. F. H. Pinsent 
Ex-officio: G. F. Abercrombie (Chairman of Foundation Council) 
J. H. Hunt (Honorary Secretary) 


Vembers: D. G. French 
R. M.S. McConaghey 
G. I. Watson 


The provisional foundation council of the College inherited from the 
steering committee the responsibility and the obligation to encourage, guide 
and coordinate research into the problems of general practitioners, and to 
make the College into a centre where family doctors can pool their knowledge 
and experience 

“The White Paper on “Clinical Research in Relation to the National Health 
Service’ is a milestone in the history of man’s inquiry into sickness and disease ; 
for the definition of clinical research laid down by the joint committee expressly 
includes field studies in epidemiology and in social medicine, and observations in 
general practice. It is clearly implied that research in the field of medicine seen by 
the general practitioner is potentially as valuable as that carried out in a hospital 
ward or a university department. This ts a challenge to those in general practice, 
who see the beginnings of disease, to make a fuller contribution to its study by 
investigating more fully the problems they handk 

“There was a time in the history of medicine when all research was general 
practitioner research, for there were none but general practitioners to undertake it 


Advances were made through careful observation of one patient, or of several 


patients, by a doctor in practice who drew his conclusions from facts observed 
during the routine of a day's work. In this way Jenner recognized the relationship 
between cowpox and smallpox, and Withering observed the diuretic effect of the 
foxglove leaf. ‘Then came a change in the pattern of medical practice. Institutional 
care of serious illne SS and rene arch in hospital developed on an increasing s¢ ale 
Ihe quest for more facts in the field of general practice slackened, and family) 
doctors devoted their energies to relaying to patients the new knowledge that their 
hospital colleagues had gained. ‘The flame of general-practitioner research burned 
low, to be fanned into occasional brilliance by such men as James Mackenzie and 
William Pickles. Now, once again, it is being realized that opportunities to under 
take research into conditions encountered in general practice are unique and wide 
and that general practitioners have a duty to work on many problems which might 
otherwise not receive the attention and observation that they deserve’ (College of 
General Practitioners’ Research Newsletter No. 1, The Practitioner, 1953, 171, 307) 

It is clear that there is a reawakening of interest in research work by doctors 
in general practice and in the possibilitwes of applying modern principles of scien- 
tific investigation to the problems of general practitioners. ‘That important advances 
in medical knowledge can be made by general practitioners has been demonstrated 
beyond doubt by such men as Jenner, Withering, ‘Thackrah, Budd, Mackenzie, 
and Pickles; but much of the field in which these men carried out their exploratory 
work still remains uncultivated, since a great proportion of the conditions met by 
family doctors never reaches the hospitals in which present-day medical research 
tends to be concentrated’ (British Medical Journal, 1952, ii, 1321) 


\s soon as the College was founded, the nucleus of a research committe 
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began work. Its first step was to find those family doctors who were in- 
terested in general-practitioner research. Some were already known to the 
committee from their correspondence with the steering committee, others 
were known from their writings in the medical journals, others were 
approached by letter and invited to give their views on this subject. ‘The 
committee was encouraged to cast its net wider still, and a notice was pub- 
lished in the British Medical Fournal® and in the Lancet'’ of January 31, 
1953, which read: 

“The encouragement of accurate observation, investigation, and recording of 
results by general practitioners is to be an important part of the work of the 
College. General practice reveals a multitude of problems, and it is thought that 
many of these may best be solved by the efforts of practitioners themselves, with 
help from established research organizations. There is a wide range of uninvesti- 
gated clinical material from which it ts believed that coordinated general 
practitioner research may in time be able to extract information of value to 
Medicine 

“The Research Committee of the College wishes to establish a register of 
members and associates of the College who are interested in the possibilities of 
research work in their practices. It 1s hoped that this register will provide means 
of introducing to one another practitioners who share common research interests 
to enable them to pool and exchange their ideas and information 

‘A panel of experienced practitioners, and workers in other fields of medicine 
and science, is being formed to advise and help not only groups of doctors but also 
individuals who may wish to carry out research work by themselves in their own 
practices. A number of investigations will be initiated by the College itself, and 
study groups are to be set up throughout the British Isles 

‘Methods of collection of this material by practitioners will vary, and will be 
designed to throw as little strain as possible on the routine work of each day. Card 
and flimsies suitable for these investigations, and which will fit the National Health 
Service envelopes, may be printed 

‘In order to explore the possibilities of coordinating research by large groups 
of general practitioners, it has been suggested that an Investigation of the Year 
for General Practitioners’? might be undertaken. Suggestions are invited about the 
possible nature and scope of such an investiyation 

‘Members and associates are invited to apply to the secretary if they would like then 
names to be placed on the research register. Applicants are asked to state any particular 
research interests they may have, and whether they would be willing to participate im 
yvroup-studtes’ 

The response to this announcement was very satisfactory and the Research 
Register has steadily increased throughout the year 

It was realized from the beginning that considerable organization would be 
needed to pick out and to encourage those practitioners who were keen and 
able to do good original work on their own or in small teams, and that only 
a few men and women might be found in general practice with much ex- 
perience of the scientific method in research. So it was decided to invite a 


panel of experts in various fields to give guidance and advice whenever 
these were needed. The first to accept invitations to join this Research 
Advisory Panel were the consultant members of the steering committee, 
Professor Ian Aird, Mr. John Beattie, Sir Wilson Jameson, Professor J. M 
Mackintosh and Sir Heneage Ogilvie, who were joined later by Professor 
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\. D. Gardner, Regius Professor of Medicine of Oxford University, and 
Professor Robert Platt of Manchester University. This panel will expand 
as the College research organization grows 

As soon as the full foundation council was formed the Research Com 
mittee was enlarged to its present membership, with power to co-opt others 
from the College. ‘The members of this Committee live far apart, and it was 
agreed that meetings should be restricted in number and that as much as 
possible should be done by correspondence. The first meeting of the com- 
mittee, attended by ail members, took place at Bath on March 29, 1953, at 
which an analysis of interests expressed by doctors joining the research 
register was discussed 

It seemed clear to the committee that three types of general-practitioner 
research workers had to be considered: the independent worker with an 
objective, such as an M.D. thesis; the worker whose interests were shared 
with others and who might wish to join with them to study a common 
problem; and the practitioner who would be willing to collect information in 
his practice for central analysts 

1. The first of these tt was thought could best be helped through the 
services of the advisory panel, when their problems arose. Individual work 
could be of great value, and the research committee, with its advisory panel, 
might help the worker in the choice of a subject, the preparation of a paper 
or in its presentation for publication. In the past, valuable work carried out 
in general practice may never have been published either through modesty 
on the part of the doctor or for lack of a source of unbiased help or criticism 
It was thought that the College should meet this need 

2. The second group which could be identified was that in which a com- 
mon interest was shared by practitioners widely scattered over the country 
It was felt that the committee's duty to these doctors was to find means of 
putting them in touch with one another so that they might form their own 
study groups, decide on their own problems and work on them as they 
wished, introduced and helped perhaps by the College, but not controlled 
by it in any way. 

3. The third group of doctors were those who were willing to act as 
collectors of information for analysis and study; and it was thought that, 
with the help of these, investigations initiated by the College might usefully 
be carried out. Certain principles would guide the committee in the in- 


vestigations which it would set in train itself: no attempt would be made to 


compete with other research organizations and no work would be attempted 
which could be carried out better by others. Every project undertaken by 
the College would be one which could yield information applying to, and of 
value to, general practice. It was also accepted that when the results of such 


a College investigation were complete, publication should be as the work of 
a college group and not as the work of any one individual; the names of all 
those who had played a part in such an investigation would be listed with 


each contribution 
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‘The committee has considered a number of subjects which seemed suit- 
able for general-practitioner investigation and it has exchanged ideas with 
other groups as to how this might best be achieved. Subjects for the first 
College-sponsored investigations have been discussed and it has been de- 
cided to conduct an investigation into the value of the use of sulphonamides and 
antinotics in the prevention of the complications of measles. Dr. G. 1. Watson 
has accepted the onerous duty of recorder for this investigation and, with 
the help of Professor Gardner, and the Department for the Design and 
\nalysis of Scientific Experiment in the University of Oxtord, the ground- 
work of the investigation ts all but complete. 

1 memorandum on the collection of morbidity statistics trom general practice 
has been prepared, and with the help of Dr. W. P. D. Logan (Chief Medical 
Statistician, Somerset House), and eight members of the Register (‘T. S 
Kimerl, D. I. Evans, J. Fry, J. Horder, R. M. McGregor, 1. M. Segal, 
P. A. Walford and C. A. H. Watts) plans may be drawn up for a nation-wide 
survey of morbidity in general practice. \t is thought that this survey might 
be of value to those who plan the improvement of the nation’s health and 
social care; and it might well be repeated at intervals of five or ten years, 
when the results can be compared and changes in patterns of disease perhaps 
brought to light. 

‘The research committee considers that members of the College interested 
in research can best be put in touch with one another, and kept informed of 
the work of the research committee, by means of a Research Newsletter. ‘Vhis 
will at first be an occasional publication, but later it may appear at regular 
intervals. Each issue will contain a directory section in which the particular 
research interests of the doctor will be set down against his name and 
address. Members will be encouraged to write articles for the Newsletter, 
to use it as a means of enquiry for research material which another in 
terested colleague may have in his possession, and tor the exchange of 
information. ‘The Newsletter will also act as a vehicle for the dissemination 
of news and progress reports on Coliege investigations. Although at first it 
will be small and produced simply, it is possible that it may later develop 
into the Archives of the College. The first Newsletter was circulated to 
members of the Register in April; and copies of the Newsletter, with its 
directory, are sent to all new members as their names are recorded. Lists 
are prepared which enable the directory to be brought up to date. The 
Kditors of The Practitioner have kindly otfered to publish extracts of these 
College research newsletters from time to time. ‘The first of these appeared 
in the September issue (The Practitioner, 1953, 171, 307) 

In the College Research Register a member's interests are recorded or, if 
he has not expressed them, he is invited to do so when he completes and 
returns his ‘practice classification’ form. The information requested on this 


form is sufficient to ensure an adequate statistical basis for College- 
sponsored investigations on groups represent* ive of the whole community 
The appointment of a research member to the board of each of the 
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Regional Faculties of the College will complete a general-practitioner re- 
search network covering the British Isles. These Faculty Research Members 


will receive problems from their local colleagues in any field of general 


practice and, when needed, they will give help through the central organiza- 
tion. ‘The research member of a faculty will work in close collaboration with 
research workers in the hospitals in his area and also with the local uni 
versity authorities. ‘he value of this faculty network may show itself in the 
study of the spread of epidemics. When an epidemic or some infection is 
recognized in the area of one faculty, other faculties may, when appropriate, 
he ‘alerted’ to look out for it. 

The Medical Research Council has set up a working party to investigate the 
possibilities of general-practitioner research. Among those invited to serve 
on this are several members of the College, and it is hoped that a close liaison 
will be established between the College and the Medical Research Council. 

When the White Paper on Clinical Research in Relation to the National 
Health Service® was published without, it seemed, doing full justice to 
investigations started by general practitioners, two members of the College 
wrote independently to the British Medical Journal as follows: 

‘In the otherwise encouraging White Paper on this subject (Clinical Research 
in Relation to the National Health Service, 1953, H.M.S.O., London) it was dis 
appointing to find in paragraph 6 a tacit assumption that “systematic investigations 
undertaken deliberately and often over long periods”’ were somehow not within the 
province of general practitioners but only of “‘whole-time clinical professors and 
clinical research workers university professorial units research units of the 
\I.R.C. and private research foundations’’. It might not be out of place to re- 
mind your readers of the “systematic investigations undertaken deliberately and 

over long periods” by Sir James Mackenzie, whom you mention in your editorial 
(British Medical Journal, 1953, ii, 140), by Dr. W. N. Pickles, and by others 

“The same assumption seems to underlie the omission of executive councils from 
among those local bodies which would be authorized to control decentralized 
Exchequer funds 

‘It would be unfortunate if the new impetus given to research in general practice 
by recent events was impeded by any organizational defects that were unwittingly 
allowed to creep into this otherwise admirable proposal to enrich the life-blood of 
clinical research throughout the Health Service CG. |. Watson (Brit. med. 7 
1953, ii, 286) 

Systematic investigations “‘undertaken deliberately and often over long periods 
are just the sort of investigations which general practitioners, either singly or in 
groups, would be most likely to undertake successfully. The more intensive type 
of investigation is particularly difficult for them, except as members of a team led 
by whole-time research workers’.——-R. E. Hope Simpson (Brit. med. F., 1953, ii, 442) 

The foundation council has referred this matter to the General Medicai 
Services Committee of the British Medical Association 

In July the research committee was able to welcome the formation of 
its Scottish counterpart —the research committee of the Interim Scottish 
Council. Discussions were begun with the convener of this committee as to 
how each organization could best help the other, and the principle was 
affirmed that there would be the fullest cooperation and exchange of ideas 
between the two committees 
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The work of the research committee in the first year has been but a small 
beginning in an attempt to break into the great mass of uninvestigated 
material that passes daily through the hands of general practitioners, but 
consideration is already being given to possible developments and ex- 
pansion during 1954. Later on, it is hoped that College prizes may be 
awarded for outstanding work, and that research fellowships or assistant 
ships may be founded, financed perhaps by gifts and endowments to the 
College. ‘The directors of Butterworth & Co. Ltd. (Medical Publishers) have 
already given the College a gold medal to be awarded annually; the ‘Trustees 
of the Claire Wand Fund of the British Medical Association have offered 
financial help for research, and The Practitioner has offered to found an 
annual ‘James Mackenzie Lectureship’. 

‘The members of the research committee are aware of their responsibility 
to their colleagues—-both general practitioners and specialists. They have 
seen convincing evidence that amongst their fellow general practitioners 
there are many who are capable of making a worthy contribution, both to 
medical knowledge and to the development of a tradition of research in 
general practice. It is hoped that the academic isolation which has lately 
been felt by many general practitioners will soon be broken down, and that 
once again the ideas which are born of observation by family doctors in 
their surgeries, or in their patients’ homes, will become a growing source of 
inspiration for a varied programme of research —some by individuals, some 


by groups within the College, and some in collaboration with other academic 


or industrial research groups. 

If, as a result of this encouragement, guidance and coordination of re- 
search by general practitioners, new knowledge is gained to the ultimate 
benefit of our patients, the College will have served one of the principal 


purposes for which it was founded. 


IX. POSTGRADUATE EDUCATION 
The Postgraduate Education and Regional Organization Committec 
Chairman: |. D. Simpson 
k:x-officio: G. F. Abercrombie (Chairman of Foundation Council) 
J. H.. Hunt (Honorary Secretary) 
Vembers: J. F. Fleetwood 
D. G. French 
I. D. Grant 
}. M. Henderson 
W. V. Howells 
R. M.S. McConaghey 
J. G. Ollerenshaw 
Andrew Smith 
George Swift 
G. I. Watson 
J. Campbell Young 
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Co-opted Members: }. M. Cameron 
J. Crombie 
J. Winfield 
The College intends to help and promote the postgraduate instruction of 
general practitioners. Most of this work will be arranged through the regional 
faculties in close and mutually helpful cooperation with the universities, 
the British Postgraduate Medical Federation of the University of London, 
the British Medical Association and the central authorities. 
This help in postgraduate work will be given 
(1) /n training a qualified doctor for a career in general practice: 
(a) By lectures. 
(b) By helping in all possible ways in the academic problems con- 
nected with ‘trainee practitioners’ schemes. 
(c) By supplying information on his needs in this branch of the 
profession 
It is hoped that, in time, examples of doctors’ equipment and scale models of 


doctors’ premises will be on view at the College. One of the functions of the 


College will be to act as a centre of information for young practitioners on 
their needs in general practice, on methods of record keeping, on new 
methods for diagnosis or treatment and on the equipment needed for these 
In many practices much useful experience and many good ideas, developed 
by trial and error over a number of years, die when the practitioner himself 
dies. What is wanted so badly is a storehouse and a clearing house forall 
this information and experience about general practice. “This will save much 
individual struggling and muddling along without adequate guidance; young 
men and women will be able to come to the College for help erhaps as 
associates during their postgraduate year—-to an academic home of their 
own with a statf especially interested and experienced in their problems. By 
this means they will choose their equipment and establish themselves in 
general practice more easily and more quickly than they can at present’*? 

Since the announcement appeared about doctors’ surgeries*, many 1n- 
quiries about doctors’ premises have been received by the College. So far 
these have been referred to Mr. Edward Walton of the Medical World, who 
has made a special study of this problem and has investigated inquiries from 
more than 100 general practitioners and who, it is understood, has already 
been able to help several members of the College. 

(2) Jn continuing a practitioner's education throughout his career so that he 
may keep abreast of progress in ideas, knowledge and technique. 

On January 31, 1953, the following announcement was made in the 
British Medical Fournal* and in the Lancet"? : 

‘The College will encourage and help practitioners to accept postgraduate 
instruction. This will lead to close cooperation with the British Postgraduat 
Medical Federation of the University of London, whose Director has kindly put 
aside a room for this purpose at his headquarters (2 Gordon Square, London, 
W.C.1). It has been suggested that the College’s Regional Faculties shall, in a 
similar way, work in close laison with the postgraduate Deans and Directors of 
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the other universities (with medical schools) (see page 25) 

“This postgraduate instruction can be of several kinds—attendance at hospital 
outpatient departments, or at Medical Society meetings, lectures, half-day courses, 
weck-end courses, five-and-a-half day courses (from Monday to Saturday), and 
courses lasting a fortnight or longer. For the last four of these courses, most 
National Health Service practitioners are allowed grants paid by the Ministry of 
Health (fees, subsistence and travelling allowances), and, for the last two, payment 
of a locum tenens may also be approved. Will general practitioners please notify 
the Secretary of the College of any suggestions they may care to make about this post- 
graduate instruction—twhere and when they think it can most conveniently take place 
in different districts, and what are the subjects in which they most want help’? 

‘There was a considerable response to this announcement and many 
general practitioners, both at home and abroad, were put in touch with the 
British Postgraduate Medical Federation and with other postgraduate 
organizations. 

(3) Jn encouraging general practitioners to follow up a spectal bent. Increasing 
his knowledge in any particular field will help him to develop special in- 
terests and contacts in his work without making him into a specialist in any 
sense of the word. 


(4) Jn providing a centre where practitioners can meet and discuss difficulties 
connected with their work and exchange their views. Week-end meetings, 
at Ashridge or elsewhere, may be possible. Exchange of visits with col- 
leagues overseas may later be arranged. 

The foundation council would like to express its thanks to Sir Francis 
Fraser, the Director of the British Postgraduate Medical Federation, and 
to other members of the Federation, for all the help they have given to 
the College during the past twelve months. 


Postgraduate Instruction as a Qualification for Membership 


At a meeting of the provisional foundation council held on December 17 


1952, it was agreed that: 


*“*Postgraduate instruction” should include any scientific meeting of a division 
of the British Medical Association, of the General Practice Section of the Royal 
Society of Medicine, or of any local Medical Society, a postgraduate clinical lecture 
or any type of clinical or academic instruction at medical schools or hospitals 
arranged by members of the staff of those hospitals (whether they are teaching or 
non-teaching hospitals), by the British Postgraduate Medical Federation, by the 
Universities, or by the Ministries of Health for the United Kingdom and Ireland 
Foreign study, such as time spent in the Pasteur Institute in Paris, or other 
clinics, and attendances at outpatient sessions should be included, and also medical 
courses organized by the Duirectors-General of the Fighting Services, or any 
other course approved by the Council for the purpose. It was agreed that, later 
on, sub-committees on postgraduate instruction would contact all the bodies con- 
cerned, and ask each of them to supply the College with a syllabus each year. In 
general, it was decided that postgraduate instruction should include any recognized 
or organized postgraduate lecture, clinical meeting or course. It was also agreed 
that every practitioner foundation member of the College of less than 20 years 
standing, without a higher degree, should undertake fifteen hours of postgraduate 
instruction every year, or one week (five and a half days) every two years’ 
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X..-REGIONAL FACULTIES 

Tue College’s regional organization will be of the greatest importance 
Through it not only will the College be able to help all its members and 
associates, wherever they may live and work, but they will also be able to 
help the College in return by supplying information about their needs and 
about many other aspects of general practice with which the Council is 
concerned. ‘Through the boards of the regional faculties it is hoped thus to 
develop a useful two-way channel for information and help. ‘The foundation 
council is most anxious to ensure that every regional faculty is always 
represented on the College council 

On March 28 and May 2, 1953, statements were published in the British 
Vedical Journal* and in the Lancet on the proposed regional faculties ot 
the College, and a map was published showing the distribution of members 
and associates throughout the British Isles (Lancet, 1953, i, 894). For 
educational purposes, and to facilitate arrangements for postgraduate 
study and research, it is hoped that the headquarters of these regional 
faculties will be situated near the offices of the undergraduate or post- 
graduate deans or directors of the medical schools and of the university 
research departments; it is realized, however, that in some places this may 
not be possible. It is felt that a close link with the universities will underline 
the academic nature of the College’s work. ‘There are 16 universities with 
medical schools in England, Scotland, Wales and Northern Ireland: Aber- 
deen, Belfast, Birmingham, Bristol, Cambridge, Cardiff, Durham, Edin- 
burgh, Giasgow, Leeds, Liverpool, London, Manchester, Oxtord, Sheffield 
and St. Andrews. 

Pilot faculties have already been formed in the following places: Belfast, 
Birmingham, Bristol, Manchester, Newcastle-on-T'yne, and five in Scotland 
After the annual general meeting it is hoped that other regional faculties 


will be set up in the British Isles and overseas. ‘The status of all regional 
faculties shall be equal. In areas far away from these university cities, sub- 
faculties may be needed in a few cities or towns that have no medical 
schools, such as Plymouth or Exeter, Hull, Southampton and other places 

The following list of proposed faculties in the British Isles, and the areas 


serving them, has been drawn up. Members and associates will be free to 
choose to which faculty they can most conveniently belong 
England : 
London Faculty: County of London (Postal districts) 
Home Counties Faculty (South): Kent, Surrey, Sussex, Hampshire and 
Isle of Wight 
Home Counties Faculty (North): \liddlesex, Essex, Hertfordshire and 
Bedfordshire 
Thames Valley Faculty (Oxford): Oxfordshire, Berkshire and Bucking- 
hamshire 
East Anglia Faculty (Cambridge): Cambridgeshire, Huntingdonshire, 
Norfolk and Suffolk 
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South-West Regional Faculty (Bristol): Wiltshire, Gloucestershire, 
Somerset, Dorset, Devon and Cornwall 

Vidland Faculty (Birmingham): Warwickshire, Shropshire, Heretord- 
shire, Worcestershire, Staffordshire, Leicestershire, Rutland and 
Northamptonshire 

North-Midland Faculty (Sheffield): Derbyshire, Nottinghamshire and 
Lincolnshire 

East and West Riding Faculty (Leeds): South Yorkshire, East and West 
Riding 

Vorth-West Regional Faculty (Manchester): North and East Lancashire 
(East of London-Carlisle Road A.6), East Cheshire and Westmor- 
land 

Merseyside Faculty (Laverpool): South-West Lancashire, West Cheshire, 
North Wales and Isle of Man 

Vorth-East Regional Faculty (Newcastle): Northumberland, Durham, 
Cumberland and the North Riding of Yorkshire 


Wales 
Welsh Faculty (Cardiff): South Wales and Monmouthshire 


Scotland 
South-East Scottish Faculty (Edinburgh) 
West Scottish Faculty (Glasgow) 
East Scottish Faculty (Dundee). 
North-East Scottish Faculty (Aberdeen) 
Vorth Scottish Faculty (Inverness) 
Northern Ireland Faculty (Belfast) 


Overseas Faculties 

At a meeting of the foundation council held on July 29, 1953, it was 
agreed that at least ten members would be necessary to form an Overseas 
Faculty, and that the Council must decide the area to be covered appro- 
priately by each. It was also agreed that for overseas faculties one-quarter 
of the membership fee would be returned to the faculty in the first vear and 
another quarter in the second year to cover local expenses. ‘The remaining 


50 per cent. would be invested by the foundation council. ‘This arrange- 


ment can be reviewed when the plans and arrangements of overseas 
faculties are known. Plans are being made for the possible formation soon 
of overseas faculties in Dublin, New Zealand, Tasmania, New South 
Wales, Queensland, Victoria, South Africa and elsewhere. 


Duties of Faculties 
The duties of faculties will be to relieve the College council of local 
responsibilities connected with activities of the College in the regions con- 
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cerned. These activities will deal largely with undergraduate education, 
postgraduate education and research; working in close liaison with the local 


medical school, and the postgraduate and research departments of the 
local university. Later on, it is expected that many other functions of the 
College may devolve upon the regional faculties. 


Boards of Faculties 

The Board of each faculty will consist of a chairman, deputy-chairman 
and honorary secretary, and from seven to eighteen other members—includ- 
ing members for undergraduate education, postgraduate study and research 
and two associates. Five will be a quorum for meetings of the board. Each 
board may invite individuals from its local university and elsewhere to assist 
in an advisory capacity. Members of the board will be elected annually by 
members of that faculty. Officers of the board will be elected by the board 
itself. For special purposes, sub-committees may be elected by the board as 
and when required. 


Pilot Fac ulty Boards 
Birmingham: Chairman: F. B. Winfield 
Honorary Secretary: D. 1.. Crombie 
Bristol: Chairman: J. H. Grove White 
Deputy-Chairman: R. M. S. McConaghey 
Honorary Secretary: D. M. Cameron 
Manchester: Chairman: F. S. Catto 
Vewcastle-on- Tyne: Chairman: Mona Macnaughton 
Deputy-Chairman: R. J. Perring 
Honorary Secretary: Andrew Smith 
Belfast: Chairman: J. Campbell Young 
Deputy-Chairman: R. A. Simpson 
Honorary Secretary: J. M. Hunter 


For the Boards of the Scottish Faculties see page 29. 


XI. THE INTERIM SCOTTISH COUNCIL 


Chairman: J. M. Henderson (Pitlochry) 
Deputy-Chairman: Lowell Lamont (Edinburgh) 
Honorary Secretary: Richard Scott (Edinburgh) 
Viembers : 

C. M. Fleming (Edinburgh) Kk. A. Mackay (Laggan) 
W. W. Fulton (Glasgow) J. G. Munro (Beauly) 
W. S. Gardner (Glasgow) R. A. B. Rorie (Dundee) 
I. D. Grant (Glasgow) 1. M. Scott (Stonehaven) 
G .V. Ireland (Pathhead) J. M. Stalker (Dundee) 
(seorge MacFeat (Douglas) George Swapp (Aberdeen) 
A meeting was held on May 15, 1953, at the Royal Dispensary, West 
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Richmond Street, Edinburgh, at which arrangements were made for setting 
up an interim Scottish council. Two Scottish members of the foundation 
council chose from each of the five Health Sc.vice regions in Scotland a 
foundation member of the College who would arrange an inaugural meeting 
of a faculty in each of these regions. A letter was sent to each foundation 
member and associate in Scotland informing him of the arrangements made 
for the first meeting of his faculty. This letter contained a suggestion that 
each faculty should appoint an interim board of the faculty, and that the 
South-East, East, North-East and North faculties should each nominate two 
members to serve on an interim Scottish council, whilst the West Faculty 
(which includes Glasgow and some of the Western Islands) should nominate 
three. In addition, each faculty was invited to submit the names of other 
members who might be co-opted at a later date to the Interim Scottish 
Council. 

A first meeting took place in each of the five faculties during the four weeks 
following the preparatory meeting on May 15; and, as a result of the 
nominations received, a meeting was held on June 11 at which the Interim 
Scottish Council was formed. 

Greetings were exchanged with the Presidents of the Royal College ot 
Physicians, Edinburgh, the Royal College of Surgeons, Edinburgh, the 
Royal Faculty of Physicians and Surgeons, Glasgow, the Chief Medical 
Officer of the Department of Health for Scotland, and the President of the 
Scottish Branch of the Society of Medical Officers of Health. The Scottish 
Secretary of the British Medical Association attended the second meeting of 
the interim Scottish council, held on July 2, at which a full and frank dis- 
cussion took place on the ways in which the College in Scotland and the 
British Medical Association in Scotland could cooperate to their mutual 
advantage. 

Every member of the College in Scotland is now a member of a faculty. 
At its first two meetings the interim Scottish council considered in some 


detail reports received from the five Scottish faculties. ‘Two members of the 


interim Scottish council, who are members of the foundation council, have 
between them covered the inaugural faculty meetings, so that all members of 
the College who attended these meetings have had an opportunity of 
questioning a member of the foundation council. Generous powers have 
been given to faculties to nominate deputies to attend meetings of the in- 
terim Scottish council so that as large a number as possible of members ot 
- the faculty boards are aware of its activities. Copies of the interim Scottish 
counci!l’s minutes are sent, for information, to the honorary secretaries ot 
faculties. With two exceptions, the honorary secretaries of faculties are 
themselves members of the interim Scottish council. The Scottish office of 
the College has undertaken to distribute a limited number of newsletters on 
behalf of faculties; these have taken the form of a digest of the minutes of 
the meetings of the Boards of Faculties. The conveners of the interim 
Scottish council’s committees on undergraduate education, postgraduate 
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education and research have been given powers to co-opt non-members ot 
the council to their committees; these include the convener of the corres 
ponding committees of each of the faculties. 

The interim Scottish council decided that at this early stage it should ask 
faculties to concentrate, although not exclusively, on postgraduate education, 
and that matters relating to undergraduate education and research should 


preferably be discussed at a national level. ‘The convener of the research 


committee has been charged with the task of preparing the way for the 
creation of a scientific advisory panel and a number of university depart- 
ments have been approached. As regards undergraduate and postgraduate 
education, the interim Scottish council feels it is imperative that there should 
be the closest rapport w ith the local deans of undergraduate and postgraduate 
education. Real progress and helpful exchanges have already taken place in 
this regard. ‘The members of the interim Scottish council wish to emphasize 
that their decisions are necessarily tentative and will not, it is hoped, tie too 
closely the hands of their successors. 

Another subject of discussion was that of criteria for membership of the 
College, which the interim Scottish council regards as being of paramount 
importance. A considerable amount of data has been collected from Scottish 
faculties and from individuals; this is being considered by the interim 
Scottish council which will communicate its recommendations to the council 
of the College 

Until now, liaison with the foundation council has been on a personal 
basis. It is felt that it will be particularly helpful if the conveners of com- 
mittees for undergraduate education, postgraduate education and research in 
Scotland can have up-to-date information concerning the work of corres- 
ponding committees of the foundation council. ‘This is being arranged. Many 
of the duties of the foundation council need not be duplicated by the interim 
Scottish council, but this exchange of information is vital to the integration 
of the work 

The officers of the mterim boards of the faculties in Scotland are as 
follows 

North 

Chairman: \ Lamont (Foyers) 
Deputy-Chairman: WK. A. Mackay (Laggan) 
Honorary Secretary: W. i. Smith (Inverness) 

\orth-East 

Chairman: George Swapp (Aberdeen) 

Deputy-Chairman: J. M. C. Gill (Inverurie) 

Honorary Secretary: 1. M. Scott (Stonehaven) 
Kast 

Chairman: |. M. Stalker (Dundee) 

Honorary Secretary: R. A. B. Rorie (Dundee) 

South-East 

Chairman: Lowell Lamont (Edinburgh) 
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Deputy-Chairman: G. W. \reland (Pathhead) 
Honorary Secretary: A. D. Robertson (Edinburgh) 
West 
Chairman: D. Peebles Brown (Kilmacolm) 
Deputy-Chairman: 1. D. Grant (Glasgow) 
Joint Honorary Secretaries: W. S. Gardner (Glasgow) and W. W 
Fulton (Glasgow) 

The interim Scottish council wishes to record its appreciation of the 
efforts of the foundation council to make provision for the special needs of 
the College in Scotland. The existence of three places on the foundation 
council for Scottish members, together with the formation of the interim 
Scottish council, has enabled the College to establish itself firmly in Scot- 
land, to encourage faculties to develop their activities locally with a certain 
degree of autonomy. and to bring the activities of the members of the 
College in Scotland directly to the notice of the council of the College. The 
interim Scottish council is aware of the complexity of the constitutional 
issues involved at this early stage of the College's existence; it knows that 
the foundation council has not only dealt with the whole question sympa- 
thetically but has planned that each of the five Scottish faculties shall, if 
possible, be represented on the council of the College in the future. 


XII..-CRITERIA FOR MEMBERSHIP OF THE COLLEGE 


‘THE steering committee’ was concerned with qualifications for Foundation 
Membership which was at first restricted to doctors in the British Isles or 
overseas whose names were on the Medical Register* who had been (i) 
twenty years in general practice, or its equivalent as a general medical 
officer (with primary charge of patients) in a school, factory or similar in- 
stitution, in Her Majesty’s Forces, Colonial Medical Service, Merchant 
Navy, etc.; or (ii) five years in general practice (or its equivalent) and who 
gave an undertaking to accept postgraduate instruction for three days (or a 
corresponding number of hours) each year, or for five and a half days every 
two years; or (iii) five years in general practice (or its equivalent) and who 
possessed a higher postgraduate degree or diploma. The entrance fee for 
Foundation Membership was ten guineas. 

Doctors who had not yet completed five years in general practice, and 
newly-qualified men and women who contemplated entry into general 


practice, were invited to join as Foundation Associates, the entrance fee for 


whom was one guinea. 
The by-laws concerning criteria for Ordinary Membership and Associateship 
will be considered at the first Annual General Meeting, when foundation 


* On 18.3.53 this was amended to include persons holding a medical qualification 
registered with the General Medical Council or with the equivalent organization ot a 
f 


country or state within the British Commonwealth of Nations and the Republic ot 
Ireland 
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membership will be complete. The criteria for foundation membership have 
been accepted with little criticism and the council feels that in the mean- 
time, until the newly-elected council has had time to consider the matter, 
the wisest course will be to carry on with criteria essentially the same as 
those that have already been accepted. It has been suggested that this prob- 
lem should be discussed by the faculties and their conclusions analysed, and 
that the first College council should elect a committee to consider these in 
detail and submit a report. In the end it may be agreed that several criteria 
for membership of the College will be needed. It is clear that no hurried 
decision should be made upon this important subject. 

At a meeting of the foundation council held on July 29, 1953, it was agreed 
that the criteria for membership of the College should be submitted to the 
annual general meeting as they stood, with one addition—that each new 
member should be proposed and seconded by members of the College who 


are not in partnership with each other. 


‘M.C.G.P.’ 

On March 18, 1953, the full foundation council endorsed the decision 
of the provisional foundation council, made on January 21, that the time was 
not yet ripe for members to use the letters ‘M.C.G.P.’ after their names, on 
stationery, etc. The Editor of the Medical Directory has agreed to enter 
details of the College and its officers under the appropriate heading, and he 
has also agreed to an entry in words of ‘foundation member (or associate) of 
the College of General Practitioners’ in an individual’s column relating to 


‘learned societies’ 


XIII. THE FUTURE OF THE COLLEGE 


‘THe future of the College lies in the hands of its members. At the Annual 
General Meeting, to be held on November 14, 1953, the whole foundation 
council will retire, and the first President and the first Council of the 
College will be elected by the members present. The newly-elected council 
will appoint its own officers—-chairman, deputy-chairman, honorary 
treasurer and honorary secretary—and also its own committees 

1954 will be a year of consolidation. Steps will be taken to build up the 
regional faculties. These will be modelled on one pattern; but their de- 


velopment must follow lines most suited to local conditions and local needs, 


and their rates of progress will vary. It will be largely through these regional 
faculties and the boards of these faculties that members will be able to help, 
and be helped by, the College. 

The work of the education, research, and other committees will increase 
in scope and complexity; and reports will be published by them from time 
to time. 
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There is now, and there always will be, much to be done in the academic 
field botk for general practice and for general practitioners. ‘The foundation 
council is confident that the young College will play a major part in the 
future evolution of general practice, and will uphold all that has been thought 
best in it since Hippocrates and his school on the island of Cos introduced 
the scientific spirit into their work over 2000 years ago. 
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the finest method of 


encouraging normal evacuation 


Despite the innumerable laxatives 
introduced since Taxol—irt still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
laxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It ts 
the method of choice for pre-operatory 
preparation, particularly tor perineal 
and rectal interventions, and for 


use after operation, 
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TWO WEEKS’ TEST 


will tell you why 
more people are smoking 


\du MAURIER 


THE FILTER TIP CIGARETTE 


\ The purer the smoke the greater the enjoyment. 


That’s the simple principle behind the 
du Maurier filter. It allows nothing to spoil 
the true flavour of fine tobacco’ so 
ensuring complete smoking pleasure. But 

put it to the test— smoke du Maurier 

and nothing else for two weeks and 
discover for yourself the speczal 

appeal of these fine filter-tipped 


cigarettes. 


CORK TIP IN THE RED BOX 
PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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ROYAL NAVAL 


Candidates are 


They must be British subjects whose parents are British subjects 


will be held, but an interview will be required 


nvited for service as Medical Officers in the Royal Navy 


MEDICAL SERVICE 


preferably below 28 years 


and be medically fit No examination 


Initial entry will be for four years short service, after which 


gratuity of £600 (tax free) is payable, but permanent commissions are available for selected short-service 


officers 


pletion of one year's service 


ante-date of seniority in respect of approved periods of service in recognised civ 
ADMIRALTY. SW! 


DETAILS APPLY MEDICAL DIRECTOR-GENERAL 


Officers transferred to Permanent Commissions will! 


be paid a grant of £1,500 


taxable) on con 
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Capsules 


are now available in TWO FORMS 


STANDARD 


Containing 0.50 G. sodium salicylate which may be 
taken with complete freedom from nausea or gastric 
disturbances. 


Indicated in acute articular and extra-articular 
rheumatism and its complications, rheumatic pains, 
infections and hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP with the 
normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in which very 
high doses of sodium salicylate are necessary, notably 
in the active treatment of acute articular rheumatism, 
polyarthritis, lupus erythematosus and carditis. 


Both forms are available in packings of 50 capsules and tax 
free dispensing packs of 200 and | ,000 capsules 


Literature and samples on request 
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A new basic ether of morphine, Pholcodine 
(morpholinylethylmorphine), has been shown to have 
a powerful action in depressing the cough reflex. 


Pholcodine, which has a sedative action superior 
to that of codeine while being decidedly less toxic, is 
employed as the active ingredient in a new cough 
linctus to which the name ETHNINE has been given. 


The advantages of ETHNINE lic in its effec- 
tiveness with low toxicity, and its freedom from side- 
effects such as constipation or digestive upset. 


ETHNINE is well tolerated by children and 
adults and is suitable for administration whenever a 
cough sedative is considered advisable. 


ETHNINE 


CONTAINING PHOLCODINE 


In bottles of 4 and 80 fluid ounces 
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